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CLOSE TO HOME: COMMUNITY-BASED MENTAL 
HEALTH SERVICES FOR CHILDREN 



MONDAY, APRIL 29. 1991 

House of Representatives, 
Select Committee on Children, Youth, and Famiues, 

Washington, DC. 

The select committee met, pursuant to call, at 10 a.m., in Room 
2322, Rayburn House Office Building, Hon. Patricia Schroeder, 
(chairwoman of the select committee) presiding. 

Members Present: Representatives Schroeder, Wolf, Weldon, 
Miller, Barrett and Smith. 

Staff Present: Karabelle Pizzigati, staff director; Jill Kagan, 
deputy staff director; Julie Shroyer, professional staff; May Kenne- 
dy, professional staff; Danielle Mad'son, minority staff director; 
Carol Statuto, minority deputy staff .director; and Joan Godley, 
committee clerk. 

Chairwoman Schroeder. Good morning. Governor. 

Governor Wilder. Good morning. Madam Chairman. 

Chairwoman Schroeder. Glad to see you. 

Governor Wilder. I apologize for the delay. 

Chairwoman Schroeder. We thought maybe you had gone by the 
Transportation Subcommittee to get a little more funding for high- 
ways, out now that you made it this morning through our wonder- 
ful traffic, let me fco ahead and call this to order and say how 
pleased we are that you made it and got to share the great joys of 
commuting from Northern Virginia to Washington. 

First of all, we are verj, very pleased to have this hearirg be^ 
cause we think all of us in America have ignored children's menwl 
health needs much too long. We know there are at least ten mdlion 
children who have mental health problems. Every day we are 
learning more about the repercussions. 

Number one, suicides are on the increase, and we are seeing 
more and more about the effects of divorce on children, and the 
startling statistic is that only one out of five children that have 
mental health problems are getting any care at all. 

We are also finding that about half of those who are getting care 
are being institutionalized needlessly, and that the whole family 
can be affected. 

Marriages and finances obviously can be affected and fall apart. 
Sibling needs can often be neglected. Families feel very isolated. 
All sorts of things can happen. 

It is not going to be all that gloom and doom on this gloomy 
morning because at least we have some model programs that have 

(1) 
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shown that community and family-based programs save money and 
also get better results. 

California, it has been shown, could save $171 million in two 
years on group home care costs alone, and Virginia found that they 
spent over $100,000 a year on institutional care for a single child if 
we had community-based programs. 

Direct service costs in our institution-based system are now more 
than $3 billion a year But the federal response has been very 
piecemeal. Medicaid coverage is very spotty and difficult to get. We 
set aside ten percent of the AD>> MHA block grant for children, but 
do not require states to report on how they expended that money. 
We also tend to ignore the private insurance companies' policy of 
reimbursing only for institutional care, that seems to then drive 
the preference for institutional care. 

I welcome our witnesses this morning. We have got a very distin- 
^ished group. We want you to know that this committee is listen- 
ing We are ^rying. We want to try and do what we can to act. 

[Opening statement of Hon. Patricia Schroeder follows:] 

Opening Statement of Hon. Pat Schroeder, a Representative in Congress From 
v""™ Colorado and Chairwoman, Select Committee on Children, 

Youth, and Famiues 

Today, the Select Committee will examine ways to meet the unique needs of chil- 
dren with serioua mental disturbances. Some of these children do require hoepitali- 
Ztotion, but many do not, and for far too many years we have failed to provide trou- 
bled childrtn and their families with the ser/ices they need. 

Commissions, professionals and parents have called for these services for more 
than twenty-five years, public and foundation funders have begun to establish model 
systems of care, and organizing groundwork has been laid at the state level in every 

We must now turn rhetoric into reality. This discussion comes not a moment too 
soon because the ntcd is great. More than 10 million children suffer from some sort 
ot mental health problem. According to the recently released Office of Technology 
Ass^ment Adolescent Health Report, 1 out of 5 adolescents has a diagiiosable 
mental disorder. In my ovm state of Colorado, an estimated 40.000 children and ado- 
lewenta suffer from serious emotional disturbances. 

Some policy makers and members of the general public tend to minimize the sig- 
nificance of childhood disorders. They shrug off the emotional pain of childrr^n, as- 
suming that they 11 grow out of it." They are sadly mistaken: the adverse affects of 
n.any untreated disorders in children persist into adulthood. 

Meanwhile, the meyority of troubled children— as many as 80%— receive either 
inappropriate care or none at all. 

The number of children and adolescents admitted to institutions has increased 
dramatically in the last 15 years, and an estimated 40% of children in costly institu- 
tional care are there inappropriatelv. Many states continue to allocate more than 
two-thirds of their children s mental health budget to residential or hospital treat- 
ment. *^ 

A recent study found that 5,000 children are placed outside of their own state 
each year in residential treatment facilities. Community-based services could bring 
many ot them home, and could also address clear mental health needs of children in 
juvenUe detention, foster care and other child-serving systems. 

As my predecessor, George Miller. oOen pointed out: where a child is treated 
often boils down to who will foot the b^ll rather than what ty^e of treatment is best 
tor the chUd, We can no longer afford such shortsightedness. 

Mental disorders lead to a tremendous amount of suffering for afflicted children 
and youth and their families, and they impoee a costly burden on society. Direct 
service costs have risen to more then $3 billion a year. 

Bejrond the financial costs to our society is the staggering emotional cost of chil- 
dren s mental disorders on every member of an afflicted child's family. Parents 
without supportive services can become overwhelmed by the demands of caring for a 
mentally Al child at home. Others must give up custody of their children so that 
they become eligible for long-term institutional care. Siblings find their own needs 
unmet as parents focus on dealing with the child who is ill. 
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The Federal response in this critical area has been so piecemeal that we do not 
even have the national data necessary to monitor trends and set policy priorities. 
The Federal government manages to keep accurate counts of the numbers of chick- 
ens that are transported across state lines each year, yet the Federal agencies re- 
sponsible for children's programs can only estimate how many young people are re- 
siding in various types of mental health care facilities throughout the country. 

We can no longer live with what this says about the moral priorities of this coun- 
try. It is time toTisten and to act. 

Today we will learn about (1) the effectiveness and cost-savings of community- 
based care in a model service system in California, (2) the importance of having 
mental health services in place prior to crises such as military deployments, (3) cre- 
ative strategies for funding these systems of care aiid (4) the impact of lack of appro- 
priate services on families. 

I welcome all of our witnesses. Mental illness does not respect partisan bound- 
ariesi and this is an issue area in which then; should be substantial common 
ground. 

I am especially pleased that Governor Wilder could join us this morning to discuss 
the Virginia Commonwealth s community mental health Initiative and its commi^ 
ment to strengthening youth and families, I know that Virginia is doing some very 
interesting planning in the area of preventive services as weP jmd look forward to 
further examination of that key aspect of children's mental health at a later time. 
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CLOSE TO HOME: COMMUNHY-BASED 
MENTAL HEALTH SERVICES FOR CHnJ)REIV 

A FACT SHEET 



MILUONS OF CHILDREN SUFFER FROM MENTAL HEALTH 
PROBLEMS 

• At least 7.5 million children (12% of those under 18) have 
diagnosable psychological disorders. Nearly half of them are 
severely disabled by their mental health problems. (U.S. Department 
of Health and Human Services [DHHS], 1990) 

• Conduct disorders (characterized by symptoms such as verbal and 
physical aggression, anti-social behavior, and poor impulse control 
that are often associated with delinquent behavior) affect up to 5.5% 
of the child population. (Friedman, 1990) 

• The suicide rate for young people ages 15 to 24 has nearly tripled 
during the past 30 years. Suicide is now the third leading cause of 
death for this age group. (Office of Technology Assessment [OTA], 
1991; National Center for Health Statistics, 1991) 

MENTAL HFALTH PROBLEMS CONTRIBUTE TO RUNNING AWAY 
AND HOMELESSNF^S AMONG YOUTH 

• Four out of five runaway youth suffer from depression, in contrast 
to 24% of non-runaway youth. Eighteen percent of runaway youth 
have attempted suicide, and an equal number have other serious 
mental health problems. (Yates, et al., 1988) 

• Forty percent of runaway and homeless youth said that emotional 
conflict at home was a factor in their decision to leave home. (U.S. 
Government Accounting Office, 1989) 

CHILDREN'S MENTAL HEALTH NEEDS ARE LARGELY UNMET BY 
EXISTING CHILD.SERVING SYSTEMS 

• Only about 1 in 5 children who need mental health treatment 
receives it. (DHHS, 1990) 

• When states were ranked by consumer advocates according to the 
quality of services they provide for seriously emotionally disturbed 
children, only Vermont, Ohio, New York, North Carolina, Maine 
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and Alaska received as high a rating as 3 points out of a possible 
5. (Toncy, et al., 1990) 

Only 30% of school children with behavioral and emotional 
disorders are identified and receive services under the Education of 
the Handicapped Aa. In 1988, there was a 16.5% shoruge of 
special education teachers for children with emotional disturbances. 
(Knitzer, 1990; U.S. Department of Education, 1990) 

Youth in juvenile detention facilities suffer clinical depression at 
almost three times the rate of other adolescer.ts, and suicide occurs 
more than twice as frequently among dCiiined youth. Many 
fiicillties offer only emergency menul health services rather than 
ongoing ueatment (American Medical Association Council on 
SdenUfic Affairs, 1990) 

A recent study of all Medi-Cal eligible children in California found 
that those in foster care were five times more likely to be 
hospiulized for mental health problems than other eligible children. 
But early intervention and treatment are rare; one study of black 
children in foster care found that 41% of those ages 6 to 12 and 
80% of those under age S have not had mental health evaluations. 
(Halfon, et al.. 1990; National Black Child Development Institute, 
1989) 



THOUSANDS OF CHILDREN ARE PIECED IN RESTRI' 

SETTINGS. OFTEN 

INAPPROPRIATELY 
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• An estimated 50% of youth in residential treatment receive care that 
is inappropriate for their situation. (DHHS, 1990) 



In a 1986 survey, 37 states reported that 4,000 children were placed 
in out-of-state mental health facilities at an estimated cost of $215 
million. In addition, 22,472 children were treated in state hospitals, 
often in remote locations, despite the demonstrated effectiveness of 
community-based programs. (National Mental Health Association 
[NMHA], 1989) 

Residential treatment of children has risen dramatically over the 
past severa' decades. Admission rates of youth in private psychiat- 
ric hospitals increased by 1327% between 1971 and 1985. By 
contrast, private admission rates for those over 18 increased by only 
32%. (Lerman, 1990) 
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• Children and youth represent the largest proportion of those under 
care in private psychiatric hospitals (41%). However, patients under 
18 constitute relatively low percentages of inpatients served in multi* 
:;ervice mental health organizations (16%), in state and county 
mental hospiuls (6%). and in general hospitals (6%). (DHHS, 
1990) 

• There are few community-based programs for adolescents with 
mental health problems. Consequently, adolescents are hospiulized 
for less serious mental health problems (e.g., non-dependent drug 
use) and spend more days in the hospital than young adults. (Butts 
& Schwartz, in press) 

TOO FEW PROFESSIONALS SPECIALIZE IN CHILDREN'S NEEDS 

• There are shortages in every subHeld of children's mental health 
research, and many childhood mental heslth disorders are not 
adequately understood. Child psychiatry represents an extreme 
example of the recruitment problem; fewer than 100 academic child 
psychiatrists devote 30% or more of their time to research. (DHHS, 
1990) 

• Of the $13.8 million the National Institute of Mental Health 
budgets for training grants, less than one fourth is awarded to 
programs specializing in services for children. (Magrab & Wohlford, 
1990) 

ACCESS TO SERVICES LIMITED BY INADEQUATE INSURANCE 

• In 1986, only half of adolescents' outpatient visits to mental health 
settings were covered by commercial health insurance or Medicaid. 
(OTA, 1991) 

• Privat2 insurance often covers only inpatient mental health 
treatment. The lack of alternative service coverage is evidenced by 
the finding that length of suy in residential treatment was longer for 
youth with private insurance than for those who paid any other 
way. (Butts & Schwartz, in press) 

FEDERAL SUPPORT FOR CHILDREN'S MENTAL HEALTH 
SERVICES LIMITED 

• By law, 10% of each state's Alcohol, Drug and Mental Services 
block grant funds are to be set aside for mental health services for 
children, but reports of actual expenditures are not required. As a 
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result, the proportion of funds spent as intended is unknown. 
(Offioe of Treatment Improveroen^ 1991) 

Medicaid funding for community-based menul health services for 
children is very uneven. Most sutes have used the Rehabiliution, 
Qinic or Early and Periodic Screening, Diagnosis and Treatment 
(EPSDT) options to reimburse some services, and one state hai 
negotiated a di£Bcult>to-obtain waiver to reimburse this kind of care. 
(Fox, 1990) 

April 29, 1991 
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Let me yield now to the Ranking Minority Member, Mr. Wolf. 
Mr. Wolf. Thank you. 

I want to thank you, Madam Chair, for having this hearing and 
also welcome the Gove rnor for taking the time out of his schedule 
to come up. 

I have an opening statement which I am not going to read in 
full, but I do want to read a very small portion of it, just to make 
this point clear. 

In addition to thtjse hearings, I think we also should study those 
families that exhibit family health in order to model their success. 
A landmark study by two professors of family studies, Nick Stenitt 
and John De Fram, conclude that there are six characteristics that 
seem to account for success, happiness and strength of strong fami- 
lies: appreciation of family memoers, spenaing time together, good 
communication patterns, commitment to the family, a high degree 
of religious orientation, and the ability to deal with crisis in a posi- 
tive manner. 

To the extent that we work within this family strengths para- 
digm, we acknowledge that children can benefit fro-n a close-to- 
home approach. Mental health professionals can only do so much. 
Where will the support for families spending time together come 
from? Where will the support of religious institutions enter into 
the mental health framework? 

Creative use of community resdurces would allow corporate, sec- 
ular and sectarian interests to work side by side in seekmg policies 
with a common goal of family and community health. While I 
think this hearing is very, very good, I think the committee should 
also look at strong families and see what these families are doing 
right. 

And again, I want to thank the Chair and thank you, Governor, 
for coming. 

[Opening statement of Hon. Frank R. Wolf, follows:] 

Opknino Statkment of Hon. Frank R. Wolf, a Representative in Ck)NGRESS From 
THK State of Virginia, and Ranking Repubucan Member of the Select Com- 
MiTTEE ON Children, Youth, and Famiues 

We often speak of children as a "national treasure,** or **our nation s future." Yet 
there is a dichotomy between our national rhetoric and our personal action. Al- 
though the data is largely very sketchy and we should proceed cautiously in inter- 
preting exactly what it means, it seems more children today are exhibiting more 
severe mental and behavioral disorders. Where have these children come from? The 
vast mcgority of children determined to be suffering mental health problems are 
teenagers. If the numbers of disturbed children are increasing, why are they doing 
BO at a time when the teenagers are a smaller percentage of our total population? 

By the time children and adolescents have reached the point where tney need 
mental health services, they have often been failed by other structures and systems 
in society such as the justice system, various social services systems and their own 
families. Adolescence is a difficult time for children even under normal family con- 
ditions. For today's children, many of whom are suffering from the effects of di- 
vorce, drug or alcohol abuse, child abuse or sexual abuse, the problems of adoles- 
cence become nearly unsurmountable. 

Preventive health professionals speak about a "downstream" approach versus an 
**upstream" approach in treating these problems: the ^'downstream'* approach is to 
grab these kids out of the raging waters and try to help them, while the "upstream" 
approach seeks to find out who is "upstream*' throwing these kids in the water in 
the first place. Obviously we want to help the children who are already "down- 
stream" and today we will be addressing how we can more appropriately serve these 
children. It seems that a setting which incorporates all of the community support 
services available and keeps these children as close to home and family as possible, 
should be most beneficial. But we should also look to an "upstream" approach and 
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how we can prevent these children from having their childhoods drowned in a cul- 
tural eea change in which they often get caught in the undertow. 

While there are significant number of childrens suffering from mental illness re- 
lated to organic causes, the vast mc^jority of those deemed In need of mental health 
services include children from broken homes, children from alcoholic fEunilies, or 
children who have been sexually or physically abused. Some o>jservers and analysts 
identify a subgroup of neglected ''unattached children** who have never formed a 
satisfactory relationship with a primary caregiver. For children who have grown up, 
never having learned to trust or love any one person, abnormal mental health is 
more the norm than the exception. 

Obviously, strengthening families is a complex matter, and will require work on 
many fronts. There are far too many cultural and financial pressures on today's 
families. Families are operating under twin deficits of time and money. This is whv 
we must reach out to the entire community, not just the paid professionals, in deal- 
ing with the mental health of our next generation. A number of those testifying 
here today have been involved on a personal level with this issue because of their 
personal experience with the mental health problems of children. No doubt, we can 
learn much from them about how the system makes it difficult to cope with these 
problems and how community resources could better aid them. In addition, less gov- 
ernment red tape and more flexibility in developing programs and recruiting provid- 
ers would ,7reatly help. Since it is clear that institutional care is a costly and over- 
used option and children deserve a more familial setting for treatment, our pro- 
grammatic approaches must allow for innovative solutions that adapt to the chang- 
ing needs of the community, yet puv children first. 

We should also study those families that exhibit family health in order to model 
their success. A landmark study by two professors of family studies, Nick Stinnett 
and John DeFrain concluded that six cl aracteristics seemed to account for the suc- 
cess, happiness, and strength of strong families: 

1. Appreciation of family members. 

2. Spending time together. 

3. Good communication patterns. 

4. Commitment to the family. 

5. High degree of religious orientation. 

6. Ability to deal with crises in a positive manner. 

Therefore, to the extent that we work within this paradigm of success, children 
can be benefitted by a closer to home approach. But mental health professionals can 
only do so much. Where will the support for families ^'spending time together** come 
from, Where will the support of religious institutions enter into the mental health 
framework? Creative use of community resources would allow corporate, secular 
and sectarian interests to work side by side in seeking policies with a common goal 
of family and community health. If our children are to be our nation s future, we 
must be committed to **upstream" approaches that avoid repeating the mistakes of 
our past. 

Chairwoman Schroeder. Thank you. 

And I am going to ask unanimous consent lor everybody to put 
opening statements in the record so we can get right on with it 
since we are running a little late this morning. 

Prepared Statkmknt of Hon Curt Wki.ikin. a Representative in C\)N(;re8S From 

THE State ok Pennsyi^vania 

Thank you, Chairwoman Schroeder, for holding this hearing today. We must focus 
our attention on strengthening community-bewed mental health facilities. Communi- 
ty and family oriented services will provide both a nurturing and a cost-effective 
atmosphere. It is alon vital that we examine financial strategies that will provide 
innovative and highly effective services to children with mental health problems, 
with maximum family involvement. 

1 am pleased to introduce to the Members of the Select Committee, someone I 
have known and worked with for many years in Delaware County. Dr. Sandra S. 
Cornelius, welcome. Her educational background and years of experience working 
with children with mental health problems will enlighten us here today. 

Until recently. Dr. Cornelius served 8 years as the administrator of Delaware 
County Government Department of Human Resources. Her extraordinary dedica- 
tion to the handicapped community is exemplified by her persistence in seeking ad- 
ditional funding resources, community support, and other methods of expanding 
services under strict budget constraints. -A3 administrator she was instrumental in 
the County being awarded a Robert Wood Johnson Foundation Grant, The grant 
will bring $1.48 million to Delaware County for yout.n services 
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Dr. Comeliufl has recently been named President of the Elwyn Institute. As you 
may know, Elwyn ia the largest and oldest private facility for the disabled in the 
nation. Elwyn serves internationally as a role model in providing education and re- 
habilitative services. 

, Elwyn serves over 10,000 children and adults with mental and physical disabil- 
ities annually through its 40 locations located in California. Delaware. Israel, New 
Jersey, and Pennsvlvania. Elwyn's large variety of programs adapts to individual 
needs and potential. Their programs strive for a family-like atmosphere focusing on 
personalized attention to health, development, and emotional fulfillment. 

Community programs include: community living arrangements, supported living 
armngements, community-based work, supported employment, vocational training, 
and job placement. Elwyn tailors its programs to people of all agee, ranging from 
mfants to the elderly. 

F^r experience will be informative to us today as we chart the path of our chil- 
dren s future. 



Opknino Statbmknt of Hon. George Mii-ler, a Representative in Congress From 

THE State of California 

During my tenure as Chairman of the Select Committee on Children, Youth, and 
Families, we often took on the issues no one else wanted— the significant, yet unspo- 
ken concerns about our most vulnerable youth and their families. Perhaps the most 
disturbing issue that emerged was the dismal lack of attention paid to emotionally 
troubled children. 

Despite years of silence about children with mental health pmblems, their pres- 
w not unfamiliar. We know them as children who are too aggressive or too 
withdrawn, who have learning problems in school, or who will get into trouble -rith 
^ m]?^* children, these an not just passing phases of 

childhood, but serious mental health problems. 

A mi^jor achievement of the Select Committee, of which I am most proud, was 
bringing these issues out into the open. For too long, the stigma of emotional dis- 
turbance prevented many parents from seeking help. 

But even when families seek guidance or needed services, there are few places to 
turn. The Select Committee, in its investigation of child welfare, juvenile justice and 
mental health systenws found that economic and social trends are fueling a collapse 
in children's services. 

The state of children's mental health services, in particular, is a national dis- 
grace. As many as 80% of the 7 to 9 million children with emotional disturbances 
8»]jin«Ppropriate mental health services or no services at all. 

The lo^-awaited report on Adolescent Health released last week by the Congrefr 
sional Office of Technology Asseosment found that as many as one-fifth of adoles- 
cents experience diagnosable mental disorders, and that while many do not get any 
treatment at all, psychiatric hospitalization of teens has been escalating. 

Most tra^c is the scarcity of community-based, family-intervention services, 
which remam few and undersupported. In Califomia, as many as 1 million children 
may have serious mental health problems, but as few as 6% receive mental health 
services in the State's public programs. 

Despite the lack of services in California, I am especially pleased that we will 
have testimony today about a model community-based program in Ventura County 
that provides well-coordinated, multiagency services. Efven for children at highest 
risk of out-of-home placemen^, this program has resulted in significant declines in 
state hospital use. 

Such efforU, however, are few and far between. Across the nation, limited and 
overloaded mental health systems are serving only the most seriously ill youth. The 
alternatives for the rest are more costly and inappropriate institutionaliiation, 
foster care, or residential placements that only exacerbate the problem. 

The federal response has been virtually no response at all. The current Alcohol, 
Drug and Mental Health Services Block Grant provides only token resources for se- 
riously iU children. The National Institute of Mental Health has shifted its empha- 
sis from direct services and improved state coordination to more and better re- 
search. Scientific inouiry is important, but without improved and expanded servicee, 
we won t keep troubled youth out of jail or adult psychiatric wards. 

I have introduced a bUl, "The Children's and Communities' Mental Health Sys- 
tems Improvement Act" to establish a program of grants to states on a matching 
basis to provide community-based, comprehensive mental health services to children 
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and youth with severe emotional diatiirbancee. My colleaguee recognize the need to 
act. The bill has over 66 coeponsors— Republicans and Democrata alike. 

I am deliflhted that thia hearing will focuB on the need for such services and that 
witnesses will provide new evidence that such services can and do work for children 
in communities across the country, and I want to thank all of you for your testimo- 
ny. 



Opening Statsmknt o» Hon. Bill BARRrrr, a Rkprbsbntaiivk in Conorbbs From 

THi Stati of Nsbraska 

Thank vou Madam Chairwoman. 

I look forward to hearing from the witnesses, who have first hand knowledge of 
the problems that lead to children being admitted for pyscho^therapy, or other 
forms of treatment, at community-baaed mental health services. 

This morning's hearing will bring to light one of the most pronounced and evident 
signs of the decline of America's families; the growing incidence of mental illness 
amongst America's children. 

It is just appalling that there has been a 38 percent increase for children and ado- 
lescents admitted to inpatient care in psychiatric hospitals. That the number of 
teenagers admitted to for-profit psychiatric hospitals jumped 400 percent in the last 
10 vears. 

What might have caused these increases? Could it be because of the decline in 
federal spending in the area of mental health as some would lead us to believe? 

While there may be a slight degree of merit in that position, I believe the real 
crux of the matter is in the familv; not the federal government. We all know of 
strong families who have had children with mental illness. However, most of the 
evidence that Tve seen seems to point out that it is the disrupted and disadvantaged 
families where we are seeing the rise in mental disorders. 

No wonderl With divorce rates in this country on the rise, coupled with the fact 
that a divorce can be the most tramatic period a child will ever nave to face. As a 
matter of fact. Congress's own OfHce of Technolo^ Assessment reported that chil- 
dren from divorced families were found to experience a variety of mental health 
problems five to six years after the divorce. 

So that leaves us with the question: How can we at the federal level address this 
problem. Should we trv to increase or target fading programs that assiBt children 
m overcomming, or at least recognizing, these problems? 

While that may sound like the easier answer, it may not be entirely practical at 
this point, nor do I believe it addresses the problem in the long-run. 

Indeed findings of the report in which the distinguished Governor of Virginia will 
describe to us tnit morning, that studied the Virginia mental health programs for 
children, emphasize better use and coordination of state dollars for child mental 
health treatment 

I'd like to include some information from the Nebraska Foster Care Review 
Board. Nebraska also identified many of the problems identified in the Virginia 
report and I think we came up with some innovative ways to address the needs of 
children in the Nebraska foster care system. I believe the committee will find this 
information helpflil. 

I'm sure the Governor wouldn't reject more federal dollars, I think he may ame 
that uncoordinated federal dollars with additional conditions set in Washington, uC, 
may not be what Virginia needs to receive. As a former Speaker of the Nebraska 
Lecnslature, I certainly wouldn't want to see that. 

Thank you Madam Chairwoman, and I look forward to hearing the testimony 
from this morning's witnesses. 

Nebraska's FoerxR Cark Rkvikw Board 

The Nebraska Foster Care Review Act was passed by the Legislature in 1982, cre- 
ating the Foster Care Review Board. The Act provides for citizen review of children 
in outof*home care by Local Foster Care Review Boards. It also provides for a com- 
puterized tracking system of all children in out-of-home care. This is the only track* 
ing svstem of its kind in the United SUtes. Since 1982, approximately 25,000 chil- 
dren nave been reported to the tracking ^tem. 

Currently we have 26 Local Boards, each consisting of at least S community vol- 
unteers who meet monthly to review cases of children who have been placed in out- 
of-home care and make recommendations regarding the child's permanent plan as 
required by Federal Law PL 96-272 and the Nebraska Foster Care Review Act The 
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recommendatioM are sent to the court that placed the child in care, the agency that 
haa custody of the child, the child's attorney, and the county attorney. 

The Nebraska Foster Care Review Board is participating in an Early Review Pilot 
?Ti>i^, ftinded by the Edna McConnell Clark Foundation and adminisered by the 
National Association of Foster Care Reviewers. Four of our Local Boards in three 
sites are reviewing children as soon as poesible following disposition. Three of the 
Boards are inviting participants to attend their meetings. Kecommendations are 
being sent to all parties in the case fVoro three of the four Early Review Boards. 

There Boards have identified a number of barriers in services delivery for chil- 
dren who are removed {h)m their families. I would be glad to provide that informa- 
tion for you if you are interested. 

On t;ny given day, there are approximately 3,800 children in out-of-home care and 
therefore eligible for review by the Foster Caro Review Board. Iliis includes chil- 
dren ?ed with the Department of Social Services, the Department of Corrections, 
the I. artment of Public Institutions, and private agencies. Because 0/ tudget limi- 
tations, the Review Board is only able to review approximately 1,400 of the children 
each year. 

The Foster Care Review Board publishes an Annual Report each year cont^iining 
data from the tracking system and from the Local Board reviews. The Annual 
Report also contains systemic recommendations. The 1900 Annual Report should be 
available within a few months. The following systemic problems were identified in 
the 1989 Report: 

1. Children's cases are not pursued or never investigated; children are not inter- 
viewed. 

2. There is a lack of knowledgeable and thorough investigations because some of 
the personnel who investigate these cases have not received training in child abuse 
and child sexual abuse and in how to investigate a child jibuse or child sexual abuse 
cases. 

8. Although some training has occurred, there are county attorneys, police ofTi- 
^ TS, guardians ad litem, and judges who don't know how to deu5 with child abuse 
tutd child sexual abuse cases. 

4. Some county attorneys are unwilling to file charges or prosecute child sexual 
abuse and child abuse cases. 

6. There is a lack of counseling and rehabilitative services for victims and perpe- 
trators. This is particularly true in the Western .viid ruiu' portions of the SUte. 

6. There is a lack of trained, specia/wed fo6t4 r homes. This problem is acute in 
ruralparts of the State. 

7. There is a lack of timely planning for child? en in ouU.f-homt care. 

Citizen review provides fiscal savings over tho long run. In its fir»t year of review- 
ing children, Nebraska's Review Board looked at a 18*year old youth who had been 
placed in a state mental institution because his grandmother was unable to cope 
with his adolescent behaviors. What was to have been a 2-we(>. evaluation length- 
ened into a 2-year stay. co.;linj^- in excess of $116,000. The Ro\ lew Board reviewed 
the case and noted the inappropriateness of the placement t\nd the deterioration of* 
the youth. As a result, the Keview Board worked with the agency to have thet youth 
moved to a more appropriate, less expensive group home placement. 

In 1985. Dr. Ann (*oyne from the University v\ Nebraflka s SciuK)] of Social Work 
conducted an independent evaluation of Nebiaaka's Foster Ct'e Keview Board. Dr. 
Coyne compared 1,174 children who had been reviewed by the Foster Care Review 
Board to a comparison group of 611 childi*en who were similar in every way except 
they hadn't received a Keview Board review. The study revealed that the reviewed 
children were over twice as likely to t»e placed for adoption as the non-reviewed 
children. The net per year savings to the state y*BB $236,880. Since the average age 
of the adopted children wa« 12, Dr. Coyne reasoned that this savings would continue 
every year for 6-7 years until the children reached the age of mcyority. 

Dr. Coyne repeated the evaluation in 1986. This time she found that reviewed 
children were 1.9 times more likely to be in adoptive placements and the fiscal sav- 
ings to the state ws $277,200. This savings was m addition to the $236,880 continu- 
ing from the 1985 children who were no longer in the system. This made a total 2- 
year savings of $514,080. 

A final evaluation was done in 1988. In this study, reviewed children were 4.7 
times more likely to have adoption as their plan and 3.5 time-^ more likely to be in 
adoptive placements than iicn-reviewed children. A savingp of $249,480 was estimat- 
ed which again should be added to the continuing savings . rom previous years. Dr. 
Coyne concluded that tho mcyor contribution of Hevie\^ Board reviews was the extra 
"push" they give to the .gency and court to take the necessary steps to obtain a 
permanent home for child>7»n 
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Openiho Statea'ent or Hon. Ronald K. Machtley, a Rkprbsentativk in Conqress 

Prom the State or Rhode Ibuaud 

Thank you Madam Chairwoman and to my fiiend Mr Wolf for holding this hear- 
ing on the all too long-ignored topic of bringing children's mental health servicea 
close to home. I am sure all of us can agree that there is no greater investment than 
in the well-being of our children, whether that be in improving their education or 
their health care. But despite our investments, there are increasing numbers of our 
children and teenagers with little peace of mind and happiness. We, as a nation, 
must look more closely at the needs of these children with serious emotional dis- 
turbances, because apparently our investments here are not paying off. 

Our first look needs to be at the families of these children. The emotional pain 
many children suffer as a result of divorce, living with an alcohol or drug abusing 
parent, or being physically abused is devastating. With the growing rate of divorce 
and Incidence of drug and alcohol addictions, family units continue to weaken and 
children's needs are ignored. 

Promoting "family health'' is where we need to begin. So often, children who 
spend time with their families, are appreciated by both parents, and are taught to 
approach life positively exhibit a good feeling of self-worth. Strong self-worth in a 
child is so closely tied to a strong family unit that children of weak, disrupted fami- 
lies are bound to not feel strongly about themselves. When one in five children has 
a developmental problem which can be directly traced to the dissolution of the 
family unit, we know where the root of children's mental problems lie. 

Despite our ability to identify many parental problems as harmftil to children, we 
do not address the problems of children in their homes. Our child welfare, juvenile 
justice, and mental health systems continue a pattern of taking children out of the 
home, treating the children in an ioolated, institutional environment, and then plac- 
ing them back into the home where the fundamental problems which disturbed the 
child still exist. As we all know, institutionalizing and treating troubled children is 
very expensive and is particularly costly when children relapee after being returned 
to their troubled home without support of the system. If a child cannot feel loved in 
their own home, than this greater problem will never be solved by institutionalizing 
the child away from the home. 

We need to stop failing our children at such high cost and work on treating men- 
tally-disturbed children in their homes and in the community. By providing commu- 
nity-based mental health services for those children, their needs can be addressed 
and the family can be examined to see what underlying problems may exist. By co- 
ordinating our already diverse children services into strong community-based pro- 

Sams, there will be greater access to menUl health services for children while al- 
wing them to remain close to home. This coordination will also stop the duplica- 
tion of services on children and save our local and state governments money. This 
savings would increase the flexibility of where our children's welfare dollars are 
spent without having to directly invest more funds into one program or another. If 
our funds are invested in community-based mental health services for our children, 
we will be making the necessary investment to treat the needs of our children and 
families first. 

Investment in our children's needs is something we do to protect their future. 
However, our actions of the past and present have been unable to stop the growing 
numbers of our children in need of mental health care. By changing the pattern and 
means by which we address depression and anxiety in our children, bv looking into 
the health of these children at home, and by promoting family health, this invest- 
ment in our children is certain to prosper. 

Governor Wilder, we appreciate your being here. We appreciate 
all that you have done, and we look forward to your testimony of 
how Virginia has taken hold of this problem and tried to change it, 
and we appreciate that you care enough about the mental health of 
children to have given it this kind of attention. 

Let me say we will put your statement in the record, and the 
floor is yours. 
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STATEMENT OF THE HONORABLE L. DOUGLAS WILDER, GOVER- 
NOR, COMMONWEALTH OF VIRGINIA, ACCOMPANIED BY 
CH.A.RLES KEHOE, DIRECTOR, VIRGINIA DEPARTMENT OF 
YOUTH AND FAMILY SERVICES, RICHMOND, VA 

Governor Wilder. Thank you. Thank you very much, Madam 
Chairman and members of the committee. 

Let me, first of all, commend you for the foresight and the vision 
to know the need for a committee such as this because I do not 
know of anything any more important in our time than to really 
concentrate on youth and families. 

And I am pleased to have this opportunity to share with you 
briefly how we in Virginia are attempting to restructure our serv- 
ices and funding to better meet the needs of our troubled youth 
and families, and especially during these tight fiscal times. 

I could recount an array of statistics from national as well as 
Virginia data, but I believe It is more important to consider the 
impact of our policies on people, and I would like to ti ke a few mo- 
ments to share with you a story of a 15 year old boy, somewhat 
composite, we will call Tony. 

His father abused him as a young child, and to protect him, the 
child welfare system placed him in several foster homes and group 
homes. His mother divorced his father four years ago and has been 
living with her bovfriend recently, and while the other children re- 
spond to the boyfriend's parenting, Tony has been rebellious and 
aggressive, and as a result, the mother has gone to the Juvenile 
Court several times requesting help. 

And not too long ago, Tony pushed a school administrator and 
was charged with assault and battery. So he spent the next year in 
and out of several juvenile correctional programs and facilities 
before returning home. 

Now that he is back at school, he is two grades behind, and he is 
not eligible for specif education services. He was referred to the 
local mental health center for counseling, but they have a waiting 
list, and no one specializes in working with children. 

Understandably, his mother feels that he needs structure and 
control, and so she suggests a group home, but cannot afford it, and 
the courts have a long waiting list. 

The welfare agency says they cannot pay since they do not have 
custody, and he is not abused or neglected. The schools say they 
cannot educate him if his behavior is not under control. 

So as you might expect, the familv is at a total loss as to what to 
do. Now, his story, as I am sure all of you know, is repeated time 
and time again across this country in every localitv. Obviouslv how 
we choose to respond to him and his family will play no small role 
in determining whether he ends up with an education, with a pro- 
ductive job, and with the ability to support a family in the future. 

His experience demonstrates that these children often bounce 
from agency to agency, from foster to group home to institution, 
and from funding stream to funding stream. They are often defined 
by the system whose door they happen to enter: a welfare child if 
he is in the welfare door; a juvenile justice child if he happens to 
come through that system; a school system child; or a mental 
health child. 
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But the truth be known, these children are often the same child. 
In Virginia, for example, we found that of the 14,000 names of chil- 
dren across four agencies, they were, in fact, only 4,933 children. 

The facts likewise show that today very few public or private 
services exist to meet the needs of these youth ana families in most 
of our communities, especially in Virginia and across the country. 
What services are available generally are not coordinated, and 
through categorical programs and funds, a child is often removed 
from his or her home, and thp problem is then considered fixed. 

All too often ^he child is then returned without adequate sup- 
port, and clearly, the emotional cost to children, such as the one I 
have described, and families is extremely high. 

So we need to make effective use of limited resources because the 
financial costs to taxpayers of this often unproductive cycle are too 
high. In Virginia, during fiscal year 1989 alone, taxpayers spent 
over $100 million on group or institutional care for these 4,993, and 
$72.8 million on it on restrictive, out-of-community programs. 

Such care can be extremely costly. It ranges from $10,000 per 
child, as the chairman has indicated, -.o $120,000 per child. For 
some children, inpatient care or secure placement is the most 
appropriate and effective way to protect them, to meet their complex 
needs, or to protect the public safety. 

Increasingly, however, states are beginning to realize that 
family-based services are very effective in meeting the needs of 
manv of these same youths in their home communities and at a 
much lower cost to the taxpayer. 

Now, while it is true that government must share responsibility 
in caring for these vulnerable children, government at every le ^el 
muiU also be fiscally responsible in searching for the effective care. 
Federal reimbursements to states for foster care services, and I am 
referring to Title IV(e), an entitlement program for out-of-home 
care have grown dramatically in recent years from the $309 mil- 
lion in 1981 to now $1.8 billion in 1991. 

In stark contrast, federal child welfare funds, and I am referring 
to Title IV--B, intended to prevent these placements rose only ten 
percent in constant dollars between 1980 and 1989, and totaled 
only $273 million in 1991. 

In short, the federal government is putting its eggs in the wrong 
bafiket. What we have tried to do in Virginia in what we call an 
initiative is to concentrate on youth and family. 

One of the first things that I did when I was sworn in— as a 
matter of fact, I think it was the first executive order that I 
signed— was to call the decade of the '90s the decade of youth and 
families. We have sought permanent solutions and common sense 
investments for the future in these regards. 

Now, we have launched a thorough reconceptualization of the re- 
lationship between government and services for our troubled youth 
in an ongoing effort being overseen by a new Council on Communi- 
ty Services for Youth and Families. It is a cross-secretarial, inter- 
agency council. 

For long-term success to be realized, we know that local commu- 
nities must be active participants in this procesfi. The role of feder- 
al and state government is to remove the barriers, to provide flexi- 
bility, and to require accountability. 



16 

We must direct decisions, authority and responsibility to commu- 
nities who know best the needs of their youth and families. Simplv 
put, it is imperative that we get back to the basic values of individ- 
ual family and community responsibility, and toward achieving 
these ends, my administration is committed to: 

One, responding to the needs of youth and families with the ulti- 
mate goal of preserving and strengthening the famuy unit. 

Two, emphasizing prevention and providing early intervention 
for families before senous damage is do^^ e. 

And, three, preventing out-of-nome ;,.Aacement when possible, and 
when such care is necessary, reuniting children with families as 
soon as possible. 

To date as we've sought to forge new philosophies and procedures 
for the well-^being of youth and familiea throughout the state, our 
efforts have brought together leaders from the public, private and 
family sectors. We have involved experts from the juvenile justice 
system, education, child welfare, health, mental health, and sub- 
stance abuse systems. 

We likewise have gone to great lengths to involve judges, local 
government officials, parents, advocates cmd providers as active 
partners in this effort to bring comprehensive change to the sys- 
tems which currently serve our youth and families. 

Turning to the specific goals of the council, we are currently 
working to increase interagency collaboration in service delivery 
and management; to coordinate the funding of the services across 
these agencies; to contain the cost of expensive residential care; 
and to expand community-based, early intervention and prevention 
services. 

As you might expect, this interagency effort remains a high pri- 
ority for us, and the council's budget for the 1990-92 biennium sur- 
vived three series of budget reductions to address more than $2 bil- 
lion revenue shortfalls in our state general funds. We did not touch 
it at all. 

The council has increased this appropriation substantially by re* 
directing and pooling existing funds that pay for residential care 
across the four child serving agencies. 

Obviously, this demonstrates the significant commitment on 
behalf of agencies to share funds, even when they are experiencing 
mayor budget reductions. 

In addition to these efforts, I am pleased to say that through a 
grant program, we awarded almost $3.4 million in seed money to 
five communities across our state to transition our system to one of 
community services. 

The work of the council will culminate in an interagency budget 
and legislative package which will be considered by our next ses- 
sion of the general assembly beginning in 1992. Now, while this 
package shall include comprehensive changes, I will limit my com- 
ments today to a few of the ideas we are exploring towards restruc- 
turing our funding. 

Looking at specifics, we intend to combine several of the 16 funds 
across four agencies that pay for residential care into one state 
pool of funds. We want to create a trust fund through new monies 
and private foundation funds, to develop community services and 
to transition our system. 
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We want to redirect funds which are supporting state institu- 
tions to the state pool of funds after youth are effectively transi- 
tioned to community programs, and the state programs can be 
down«8ized. 

We will allocate state funds to localities through one fund based on 
youth population and the ability to pay factors, and also access the 
local funds pools to pay for services which will be based on the needs 
of individual families as determined by the local team. 

Now, usually when we come, we ask for things and we suggest 
things and we have no solutions. I am not suggesting that we have 
a solution today, but I do think we have some suggestions, and as I 
have said, I applaud those members of Congress who are willing to 
rethink how the federal government addresses the needs of serious- 
ly troubled youth because the commitment of such farsighted rep- 
resentatives to overhaul the child welfare system and to focus on 
the mental health needs of youth is very encouraging. 

From our perspective, I would request the select committee to 
consider the following actions: 

One, to redirect existing federal dollars to provide preventive and 
early intervention services; 

Two, to remove the present restrictions on foster care IV(e) fund- 
ing to pay for services that prevent out-of-home placements; and 

Three, to ensure federal funding at whatever level and to make 
certain that it is stable; 

Four, and when focusing on specific mental health or child wel- 
fare legislation, I would ask that you keep in mind that these sys- 
tems are often dealing with the very same individual child. Most of 
the severely emotionally disturbed youngsters are already identi- 
fied. They are in foster care, in special education classes, and in the 
juvenile justice system. So, therefore, future funding needs to pro- 
vide incentives and flexibility io develop community services 
across the systems to serve the troubled youth and their families. 

I would urge you to consider coordinating the programmatic and 
the funding requirements for these two initiatives. 

Now, there is strong consensus that the country must invest in 
its physical infrastructure: roads, airports and public facilities. And 
I think, likewise, that we must make the very hard policy choices 
and invest in our human infrastructure, and that is our youth and 
our families. 

Madam Chair, as I have said, your select committee has already 
had the vision. Now you have further opportunity to provide the 
leadership and the direction, and I certainly do look forward to 
working with you to create a better system of care for our seriously 
at risk and troubled children in the '90s because I think when we 
invest in our youth and families today, we will not be paying the 
continuing escalating costs of tomorrow, those whu will be in our 
prisons, those who will be on our welfare rolls, and those who will 
be lying on some slab in a morgue. 

I think we can prevent much of that, and to that end I pledge my 
cooperation, and I am very pleased to have the occasion to be with 
you this morning. 

Thank you. 

[Prepared statement of Governor L. Douglas Wilder follows:] 
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PlUEPAUD StATIMXNT OF Lh DOUOLAB WiLDXE, QOVUNOR, COMMONWSALTH OF 

VnomiAt Richmond, VA 

COOROrNATING SERVICES AND FUNDING 
FOR 

TROUBLED YOUTH AND FAMILIES 
COMMONWEALTH OF VIRGINIA 



GOOD MORNING, MADAM CHAIR AND MEMBERS OF THE SELECT COMMITTEE. 

I AM PLEASED TO HAVE THIS OPPORTUNITY TO SHARE WITH YOU HOW 
WE IN VIRGINIA ARE RESTRUCTURING OUR SERVICES AND FUNDING TO BETTER 
MEET THE NEEDS OF OUR TROUBLED YOUTH AND FAMILIES DURING THESE 
TIGHT FISCAL TIMES. 



EXPERIENCES OF TROUBLED YOUTH AND FAMILIES 

I COULD RECOUNT AN ARRAY OF STATISTICS FROM NATIONAL AND 
VIRGINIA DATA, -BUT I BELIEVE IT MORE IMPORTAKT TO CONSIDER THE 
IMPACT OF OUR POLICIES ON PEOPLE. 

r WOULD LIKE TO TAKE A FEW MOMENTS TO SHARE" WITH TOU' A STURT 
OF A FIFTEEN YEAR QUI BOY, TQHY* 

TONY'S FATHER A BUSED HIM AS A Y OUNG CHIL D. TO PROTECT H IH» 
THE CHILD WELFARE SYSTOT ' PLACED ' Hlir HT SEVERAX^ FOSTER RORCS^AStr ' 

GROUP HOMES. 

TONY'S MOTHER DIVORCED HIS FATB ER PWW TIMS AGO ARD SA5 BEOr 

MVrKG WITH HER BOYFRIEND RECENTLY. WHILE THE OTHER rffTT.nWTlt * 

HESPONO TO THE BOYFRIEND*S PARENTING, TONY HAS BEEN REBELLIOUS AND 
AGGRESSIVE. AS n RESULT, THE MOTHER HAS GONE TO THC JUVENILE COURT 
i;E\'ERAL TIMES REQUESTING KELP. 

NOT TOO LONG AGO» TONY PUSHED A SCHOOL ADMINISTRATOR AND WAS 
CHARGED WITH ASSAULT AND BATTERY. HE SPENT THE NEXT YEAR IN AND 
OUT OF SEVERAL JUVENILE CORRECTIOHAI* PROGRAMS AND FACILITIES 

BEFORE RETURNING HOME. 

TODAY, BACK AT SCHOOL » TONY IS TWO GRADE LEVELS BEHIND; AND 
IS KOT ELIGIBLE FOR SPECIAL EDUCATION SERVICES. 

TONY WAS REFERRED TO THE LOCAL MENTAL HEALTH CENTER FOR 
COUNSELING » BUT THEY HAVE A WAITING LIST AND NO ONE SPECIALIZES 
IN WORKING WITH CHILDREN. 

UNDERSTANDABLY, HIS MOTHER FEELS TONY NEEDS STRUCTURE AND 
CONTROL. SHE SUGGESTS A GROUP HOME, BUT CANNOT AFFORD IT. 

THE COURTS HAVE A LONG WAITING LIST. 

THE WELFARE AGENCY SAYS THEY CANNOT PA> SINCE THEY DO NOT HAVE 
CUSTODY AND TONY IS NOT ABUSED/NEGLECTED. 
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THE SCHOOL SAYS THEY CANNOT EDUCATE KIK IF HIS BEHAVIOR IS TOT 
UNDER CONTROL • 

AS YOU MIGHT EXPECT, THE FAHILY IS AT A LOSS, 

TONY'S STORY AS I AM SURE YOU KNOW IS REPEATED TIME AND 

AGAIN EACH YEAR ACROSS THE COUNTRY. 

OBVIOUSLY, HOW WE CHOOSE TO RESPOND TO TONY AND HIS FAMILY 
WILL PLAY NO SMALL ROLE IN DETERMINING ... .WriK^ HER HE ENDS UP WITH 
AN EDUCATION; WITH A PRODUCTIVE JOB AND WITH i'HE ABILITY TO SUPPORT 
A FAMILY IN THE FUTURE. 

AS TOKT'S EXPERIENCE DEMONSTRATES, THESE CHILDREN OFTEN BOUNCE 
FRCm AGENCY TO AGENCY; FROM FOSTER HOME TO GROUP HOME TO 
rNSTITUnoK? AMD FROM ••FUNDING STREAM'^ TO •FUNDING STREAM." 

THEY ARE OFTEN DEFINED BY THE SYSTEM WHOSE DOOR THEY KAPPEV 
TO ENTER: A Wy.T.FAPF CHILD, A JUVENILE JUSTICE CHILD. A SQiQQt. 
S^^mU CHILD OR A MENTAL HEALTH CRILD- 

BUT, THE TRUTH. BE. KHOUU^ TKgcp OHLDREII- ARE. OFTEK THE.SiBK, 

CHILD. 

IN VIRGINIA, FOR EXAMPLE, WF FUUHU THAT* 14,000 HAfCEr OF" 

CHILDREN ACROSS FOUR AGENCIES WERE IN FACT 4,993 CHILDREN. 

TODAY, VERY FEW PUBLIC OR yiLLVA T E flRKyiCEa EAIH T" TO REET i aE \ 

NEEDS OF THESE YOUTB AND THEIR FAKILIES IH MOST . CQMHUKITIEH. lU 
VIRGINIA AND ACROSS THE COUNTRY. WHAT SERVICES ARE AVAILABLE, 
GENERALLY ARE NOT COORDINATED. 

THROUGH CATEGORICAL PROGRAMS AND FUNDS, A CHILD IS OFTEH 
REMOVED FROM HIS OR HER HOME, AND THE FROBLEH IS •FiXiia.'' 

ALL TOO OFTEN, THE CHILD IS THEN RETURHED WITHOUT ADEQUATT 
SUPPORT. CLEARLY, THE EMOTIONAL COSTS TO CHILDREN, SUCH AS TONY, 
AND FAMILIES ARE EXTREMELY HIGH. 

EFFECTIVE USE OF LIMITED RESOURCES? 

THE FINANCIAL COSTS TO TAXPAYERS FOR THIS OFTEN UNPRODUCTIVE 
CYCLE ARE ALSO HIGH. 

IN VIRGINIA DURING FISCAL YEAR 1989, TAXPAYERS SPENT OVER SlOO 
MILLION ON GROUP OR INSTITUTIONAL CARE FOR 4,993 CHILDREN, $72.8 
MIIXION OF IT ON RESTRICTIVE OR OUT-OF-COMMUNITY PROGRAMS. 

SUCH CARE CAN BE EXTREMELY COSTLY, RANGING FROM $10,000 TO 
$120,000 PER CHILD. 
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FOR SOHE CHTLDREK, rNTDJSrVE IKPAT IKN T CARE OR STCDRt 
PLACEWSHT IS THE MOST APPROPRIATE AND EFFECTIVE WAY TO PROTECT 
THEM; TO MEET THEIR COMPLEX NEEDS OR TO PROTECT THE PUBLIC'S 
SAFETY. 

mCREASIKCLY, HOWEVER, STATES ARE BEGINNING TO REALIZE THAT 

FAHXLY-BASEP services are very effective in meeting the needs of 

MANY OF THSSE SAME YOUTHS IN THEIR HOME COMMUNITIES AND AT A LOWER 
COST TO THE TAXPAYER. 

WHILE IT IS TRUE THAT GOVERNMENT MUST SHARE RESPONSIBILITY IN 
CARING FOR VULNERABLE CHILDREN, GOVERNMENT AT EVERY LEVEL MUST ALSO 
BE FISCALLZ. RESPONSIBLE IK SEARCUIIIG FOR EFFECTIVE CARE. 

FEDERAL REIK BDHSEKEHTS TO STATES FOR FOSTER CARE SERVICES 
(title: IV-t)— -am EmTLEHEHT PROGRAM FOR OUT-OF-«QM£ 

CARE HAVE GROWN DRAMATICALLY IN RECENT^ TZARS: FROM $309 MILLIOH 

IK 1981 TO $1.8 BILLION IN 1991. 

IN STARX OOMTRAST^ FEDERAL rMTf-n VCLnU FOIIDS (TITXJt XV<m> 
INTENDED TO mrVTW^ THESE PLA C E HE W TS ROST ONLY ULJOEBEEaT ' 
CONSTAKX DOLLARS. EEIUEEU 1980 AMD 1989*.*.. AMD TQIAUiED JQKUt $Z73: 
MILLION IM 1991. IV SDORT^ THE* FBDEnUU* GOVCBnERT T5 H r iTU S TTy 
EGGS IK THE WRONG BASKET. 

THE VIRGINIA TMTTrATTVg 

AS SORB OF YOU MAT KBOir/ OUT OF^Mt FIMT" ACTT AS aj g EHMOH ' W> r 

TO ISSUE AN EXECUTIVE ORDER DIRECTIVG KX CABIVEX SECREEARIES AMD. 

THEIR RESPECTIVE AGENCIES TO COOPERATE IN ADVDCATINC PROCHUMS FOR 
YOUTH AND FAMILIES. FROM THE OUTSET^ WE HAVE SOUGHT pEyMI^Wf W T 
SOLUTIONS AND COMMON SENSE INVESTMENTS FOR THE FUTURE IN THESE 
REGARDS. 

ACCORDINGLY, WE HAVE LAUNCHED A 'JROROOGH REDQHCEPTUALrZATION 
OF THE RELATIONSHIP BETWEEN GOVERUMEKT AKD SERVICES FOR OVH 
TROUBLED YOUTH. . . .AN ON-GOING EFFORT BEING OVERSEEN BY THE STATE'S 
NEW COUNCIL ON COMMUNITY SERVICES FOR VOUTH AND FAMIUES... A 
CROSS-SECRETARIAL INTERAGENCY COUNCIL. 

OF COURSE , FOR LONG-TERM SUCCESS TO BE REALI ZED , LOCAL 
COMMUNITIES MUST BE ACTIVE PARTICIPANTS IN THE PROCESS. 

THE ROLE OF FEDERAL AND STATE GOVERNMENT IS TO REMOVE 
BARRIERS, TO PROVIDE FLEXIBILITY AND TO REQUIRE ACCOUNTABILITY. 
WE MUST DIRECT DECISIONS, AUTHORITY AND RESPONSIBILITY TO 
COMMXWITIES WHO KNOW BEST THE NEEDS OF THEIR YOUTH AND FAMILIES. 
SIMPLY PUT, IT IS IMPERATIVE THAT WE GET BACK TO THE BASIC VALUES 
OF INDIVIDUAL, FAMILY AND COMMUNITY RESPONSIBILITY. 
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TOWARD ACHIEVTNG THESE ENDS, IfY AD WI KI S TRATIOK IS COMflTTED 

TO: 



• RESPONDIMG TO THE NEEDS OF YOUTH AND FAMILIES WITH THE 
ULTIMATE GOAL OF PRESERVING AND STRENGTHENING THE FANZLY 
UNIT; 

• EMPHASIZING PREVENTION AND PROVIDING EARLY T j NTERViyyf Otf 
FOR FAMILIES BEFORE SERIOUS DAMAGE IS DONE; AND 

• PREVENTING OUT-OF-HOME PLACEMENT WHEN POSSIBLE AND 

WHEN SUCH CARE IS NECESSARY r REUNITING CHILDREN WITH 
FAICIZ.IES AS SOOK AS POSSIBLE. 

TO DATE, AS VE RAVE SOUGBT TO F0S6E MFW PHILOSOPHIES AND 
PROCEDURES FOR THE WELL-BEING OF YOUTH AND FAMILIES THROUGHOUT THE 
STATE, OUR EFFORTS HAVE BROUGHT TOGETHER LEADERS FROM THE PUBUC, 
PRIVATE AND FAMILY SECTORS 

WE HAVE INVOLVED EXPERTS" FROM' THE JUVENIL E JU S T IC E; 
EDUCATXO M; C HIID WELEAAE^ hp^t^to; MSmAX^ HEAUS AHD SUBStAKK 
ABUSE SYsrats. 

WE LIKEWISE HAVr GOME TO QREAT^ LEMCmrr TO X H V O LVg JOOCO/ 
LOCAL GOVERNMENT OFFICIALS, PARENTS, ADVOCATES AND PROVIDERS AS 
ACTIVE P ARTN ERS IN THIS EFFORT TO BRING CQMPREUEVSIVE CHANCE TO ZBE. 
SYSTDI8 CURRENTLY SERVING VTSGZHZft^S' YaOn~MD 'FAMXZ.IES* 

TURNING TO THE SPECIFIC GOALS OF THE COUNCIL, WE ARE CURRERTLT 
WORKING TO: 

• INCREASE INTERAGENCY COLLABORATION IN SERVICE DELIVERl 

AND MANAGEMENT; 

• COORDINATE FUNDING OF SERVICES ACROSS AGENCIES; 

• CONTAIN COSTS OF EXPENSIVE RESIDENTIAL CARE; AND 

• EXPAND COMMUNITY-BASED, EARLY INTERVENTION AND PREVENTIVE 
SERVICES. 

AS YOU MIGHT EXPECT, THIS INTERAGENCY EFFORT REMAINS A HIGH 
PRIORITY FOR MY ADMINISTRATION. THE COUNCIL'S BUDGET FOR THE 
1990-92 BIENNIUM SURVIVED THREE SERIES OF bUDGET REDUCTIONS TO 
ADDRESS MORE THAN $2 BILLION REVENUE SHORTFALL IN OUR STATE 
GENERAL FUNDS. 

THE COUNCIL HAS INCREASED THIS APPROPRIATION SUBSTANTIALLY BY 
HF.DIRECTING AND POOLING EXISTING FUNDS TIUT PAY FOR RESIDENTIAL 
CARE ACRCSS THE FOUR CHILD SERVING AGENCIES, 
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OBVToaSLY, TTTTS DEMOITSTRATES nTE SIGNTFTCXNT COWKITMENT ON 
BEHALF OP AGENCIES TO SHARE FUKDS . . . . EVEN WHEN THEY ARE 
EXPERIENCING MAJOR BUDGET REDUCTIONS. 

IN ADDITION TO THESE EFFORTS, I'M PLEASED TO SAY 

THAT THROUGH A GRANT PROGRAM WE AWARDED ALMOST $3.4 MILLION IN 

SEED MONEY TO FIVE COMMUNITIES ACROSS THE COMMONWEALTH TO 
TRANSITIOH OUR SYSTEM TO ONE OF COMMUNITY SERVICES. 

THE WORK OF THE COUNCIL WILL CULMINATE IN AN INTERAGENCY 
BUDGET AND LEGISLATIVE PACKAGE TO BE CONSIDERED IN THE 1992 
GENERAL ASSQCBLY SESSION » 

WHtlX THIS PACKAGE SHALL INCLTnJE COMPREHENSIVE CHANGES, I WILL 
LIMIT MY COMMENTS TODAY TO A FEW OF TH£ IDEAS WE ARE EXPLORING 
TOWARD RESTRUCroaiKG OUR FONDIVG* 

LOOKING AT SPECIFICS, WE INTEND TOt 

COMBINE SEVERAL OF THE SXXTEQI FUNDS ACROSS FOOR ASKirCIEa 
THAT PAT FDR RESTDENTTAL CART INTO OWE" STATE" POOL* OF ' 
FUNDS. 

CREATE A TRUST FtJlirj THROUGH* HEW MONIES AND PRIVATE. 
rOOKDATTOlT FUWOS TO' DETEIOP^ LUMUNiTI SEHVlCta ARD^ 

TRANSITION OUR SYSTEM. 

REDIRECT FUNDS SUPfUHTlRU &MTg iRS T i ' nn ' ima T O THE OTTl , ' 
POOL OF FUNDS AFTER TOOTH ARB EFFECTIVE LY: TRAKSXTXaRCO/ 
TO COMMUNITY PROGRAMS AND THE STATE PROGRAMS CAR BE 

DOWNSIZED. 

ALLOCATE STATE FUNDS TO LOCALITIES THROUGH ONE FUND BASED 
ON YOUTH POPULATION AND ABILITY TO PAY FACTORS; AMD 

ACCESS THE LOCAL FUNDS POOLS TO PAY FOR SERVICES BASED 
ON THE NEEDS OF INDIVIDUAL FAMILIES AS DETERMINED BY 
THE LOCAL TZAM, 

REQUESTED FEDERAL RESPONSE 

I DO NOT BELIEA^E ANYONE SHOULD TESTIFY BEFORE CONGRESS WITHOUT 
OFFERING CONSTRUCTIVE SUGGESTIONS. I APPLAUD THOSE MEMBERS OF 
CONGRESS WHO ARE WILLING TO RETHINK HOW THE FEDERAL GOVERNMENT 
ADDRESSES THE NEEDS OF SERIOUSLY TROUBLED YOUTH. 

THE COMMITMENT OF SUCH FAR-SIGHTED REPRESENTATIVES TO OVERHAUL 
THE CHILD WELFARE SYSTEM AND FOCUS ON THE MENTAL HEALTH NEEDS OF 
YOUTH IS ENCOURAGING. 
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FROM VTRGIKTA'S PERSPECrrvK, I REQUEST THE SELECT COHKnTBE 
TO CONSIDER THE FOLLOWING ACTIONS: ""xiioii 

J^^fi EXISTING FEDERAL DOLLARS TO PROVIDE PREVENTIVE 

AND EARLX INTERVENTION SERVICES; 

WO, REMOVE RESTRICTIONS ON FOSTER CARE IV-E FUNDING TO PAY 
FOR SERVICES THAT PREVENT OUT-OF-HOME PLACEMENTS; 

THREE, ENSURE FEDERAL FUNDING— AT WHATEVER LEVEL—IS STABLE. 

r^^Tef?H?'J*"^ FOCUSING ON SPECIFIC MENTAL HEALTH OR CHILD WELFARE 
^ THAT YOU KEEP IN HIND THAT THESE SYSTEMS 

?2Lt°^^tv°^^™ ^™ ™^ SAHE CHILD. MOST OF THE SEVERELY 
EMOTIONALLY DISTURBED YOUNGSTERS ARE ALREADY IDENTIFIED. 

^ Jn",™T^S^J.'',.x5!'^^ IN SPECIAL EDUCATION CLASSES AND IN 

IS^u'T^^v^:™f,ll'^»^^^"°*- THEREFORE, FUTURE FUNDING NEEDS TO 
.JemiSJ^I?^ ^ FLEXIBILITY TO DEVELOP COMKUKITY SERVICES 
ACROSS SYSTEMS TO SERVE TROUBLED YOUTH. AMD. THEIR rxt nrr.TVK i XJUSZ 

l^^rrr^^^^F^^"^^^^"^^ THE ' PROGRJOmATIC AND FUHDIHB 
REQOXREMEKTS FOR THESE TWO UIIXIAXIVES. 

I^f,.lf t^PW STRO NG CONSEN SUS THAT THE COUNTRT MUST INVEST IK 
JIoTTT^pc rNTRASTRUCTURE — roads; AIRPORTS AND PDHLIC" 

LIKEWISE, WE MUST MAKE THT HJOm pOtlCr CHOTCK^AKD iWVBfl t IB: 
OUR HUHAN INFRASTRUCTURE OUR VOOTH AMD FAMIIJES. 

MADAM CHAIR, YOUR SELECT COMMITTEE BAS THE OPPO KX ' UHI T I TQ 
PROVTDE LEADERSHIP AND DIRECTION. 

I LOOK FORWARD TO WORKING TOGETHER WTTH YOIT TO CREATE A BETTER 
SYSTEM OF CARE FOR OUR SERIOUSLY "AT RISK" AND TROUBLED CHILDREH 
IN THE 1990 »S. 

CLEARLY, WE MUST INVEST IN OUR YOUTH AND FAMILIES TODAY OR 

WE WILL CON^riNUE TO PAY THE ESCALATING COSTS TOMORROW lU OUR 

PRISONS, ON OUR WELFARE ROLLS, AND IN LOCAL MORGUES. 

AGAIN, I THANK YOU FOR THIS OPPORTUNITY. 
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Chairwoman Schroeder. Thank you, and, Governor, I wanted to 
Bay, £Lnd I should have earlier, we are so pleased you brought with 
you the Director of the Virginia Department of Youth and Family 
Services who has been putting all of this togetlier. 

Governor Wilder. That is correct. 

Chairwoman Schroeder. And we thank you for your hard work 
that we have just heard about. 

I appreciate yov^r pointing out especially this weekend where we 
got the new statistics on violent crime and how it just seems to b^. 
an epidemic in this country. I think you made some very pood 
points, but we are talking about families, and since I railroaded ev- 
erybody through the beginning of this hearing so fast to make up 
for lost time, I think what I will do is yield to them to ask ques- 
tions first if that is okay. 

Let me yield first to Congressman Wolf. 

Mr. Wolf. I will yield to Curt. 

Mr. Weldon. Thank you. Madam Chair 'oman, thank you for 
holding this very important hearing. Governor Wilder, thank you 
for joining us. 

I am well aware of tne success of the Virginia program. I ap- 
plaud you for your leadership and the leadership uf your state in 
dealing with these difficult problems in these timer 

My background is one of an educator. One of th^, frustratioiv. I 
exi^rienced as an educator in the public school system and as the 
chairman of a county government of 600,000 people was a point 
that you have referenced today, the same child being dealt with si- 
multaneously by a number of agencies. One of the things I think 
you have alluded to that perhaps we can assist you in is trjdng to 
provide better coordination within our schools among the various 
agencies. We should be coordinating the services of the juvenile jus- 
tice system, the child welfare system, the family and community 
service agencies, as well as the mental health agencies. 

One of the things we tried in my own district in Pennsylvania 
was to place an individual in the school as an ombudsman, whose 
responsibility it was to coordinate the service deliveries for the 
children. 

The other point you referred to that I invite you to expand upon 
is your comments about federal funding. Is it your view that the 
federal govemmeni has mandated certain steps in the educatioiial 
process for special education students, but is seriously b^;nind in 
terms of meeting the funding requirements that were promised 
years ^o? 

I believe that number was supposed to be approximately 40 per- 
cent of the funding. I do not know what the case is in Virginia, but 
is this a problem that you are experiencing in your state? 

Governor Wilder. Precisely, and the problems with special edu- 
cation, as you know, vary individually and they vary even from 
school to school, but the problem that you have just addressed is 
that the funding has not been made available, and consequently lo- 
calities will say, "We are not going to do anything unless the state 
does its share,'' and if we slack off at all with our share because 
the federal funds have slacked, nothing would be done, and it is a 
very, very serious problem. 
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Mr. Wkldon. This is true in a number of areas. When we estab- 
lish mandates at the federal level for the states and the counties, 
and then the funding that was committed at the time the legisla- 
tion was passed is not provided. That causes tremendo'os hardship 
and frustration locally. 

Another problem thct we had in Pennsylvania in my county 
which I would like you to comment on, was the lack of flexibility in 
terms of mental health and mental retardation funds. Should the 
federal government provide more flexibility to the states and the 
localities in determining the proper mix and use of those dollars? 

Would you also agreo that that is something that perhaps we 
should look at? 

Governor Wilder. Yes, that is. I referenced it earlier. In the ab- 
sence of that degree of flexibility, you are constricted, and wherein 
you would have a pool of (xxnas for one thing, but none for the 
other, so you will not be in a position to have the interagency 
transfers as we have described, and it is not only a problem, out it 
causes the turf battles that causes that same child to be bounced 
€U*ound like a ball, and it is frustrating. 

I used to on occasion represent, when I lived in another life, par- 
ents who had their children to take them to court, and it was just 
frustrating for me to understand where I could go, and I was a 
la^r trying to find out how to find some help for this parent 

These were parents who were working, who were interested. 
They were not receiving federal assistance or state assistance. All 
they wanted was help, and we could not find it in the schools. 
Some of the schools would say, "Well, we cannot do it because we 
do not have the funds for this." 

When we go to the courts, sometimes the courts— we have it in 
our courts— IS the sum sufficient, and the court says, "Well, I will 
tell you I am not going to keep on putting up with this. I will tell 
you what I will do. You handle it." Well, that might not be the best 
place for that child, and we do not have the flexibility. 

It is a very serious problem. 

Mr. Weldon. Thank you. Governor. I yield back any remaining 
time. 

Chairwoman Schroeder. Thank you. 
Confin*essman Miller. 

Mr. Miller. Thank you. Madam Chairman. 
Governor, welcome. 

Governor Wilder. Fine. Good to be here with you. 

Mr. Miller. Thank you for your participation this morning. I 
think that your testimony is very helpful. 

I think it is becoming more and more clear certainly to Gover- 
nors faster than to those of us at the federal level, that the catego- 
rization of these children at the local level is now becoming an im- 
pediment to the services that we desire to deliver to those children. 
A number of areas across the country are struggling, as is Virginia, 
with this effort. 

And you are to be commended because I think that as the states, 
and my own State of California is about to embark as a result of 
budgetary problems much like Virginia's on a new effort at the 
county level, start to build an interagency model, a model of coordi- 
nation, a model of protections, I think the comfort level at the fed- 
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eral level is going to rise dramatically in terms of our willingness 
to think about flexibility in the fundings across juvenile justice 
moneye and mental health mon^^ys and probation moneys, and all 
of the problems that we have. 

I think that Virginia can clearly lend a great force to that argu- 
ment. 

Let me just raise one point. You mention, and maybe the direc- 
tor might chime in on this; you mention that you would like to 
remove the restrictions on foster care IV(e) funding to pay for serv- 
ices. I assume this is part of the debate now about admmistrative 
costs. As states and counties are determining that they want to 
engage services on behalf of a child prior to placement, those are 
being charged as administrative costs because that is the only way 
to get these services reimbursed. The federal government is now 
worried about the dramatic increase in administrative costs which 
they thought involved processing the papers as opposed to the pro- 
vision of services. 

What you are really talking about though is looking at a family 
in trouble and seeing what you might do prior to the placement of 
that child because IV(e) just simply pays for placement, and God 
knows what happens to the children after that. 

So this distinction between whether it 3S administrative costs or 
services or not, you would disagree with tliiat, I assume. You simply 
want the flexibility, whether it is IV(e) or increases in IV(b) serv- 
ices money, to move that money back and forth on behalf of the 
child; is that correct? 

Governor Wilder. That is correct. 

Charles, you might want to speak to that. 

Mr. Kehoe. Yes, I think that is correct. The issue is that the em- 
phasis now is currently on out-of-home placement, and the dollars 
all flow in that direction. Given restructuring of that and a redirec- 
tion of those dollars more towards prevention, early intervention in 
families, family-based services, we can obviously do more effective 
work with the families for basically a very nominal increase in 
those dollars. 

Mr. Miller. That law has requirements in it. I wish it required 
that placement take place as close to the proximity of the child's 
home and all that is necessary, but that is not a mandate that 
seems to be required. I think I agree with you that what, in effect, 
happens is those dollars drift towards the most intensive placement 
and restrictive placement of those children rather than part-time 
placement in the community or out-of-home services. Those kinds 
of efforts simply do not seem to be a priority with the allocation of 
those funds. 

Is that what you find in Virginia also? 

Mr. Kehoe. Yes. I think the issue there has to do with availabil- 
ity of programs, and then the youngsters' eligibility for those 
funds, to begin with, and trying to find where the available place- 
ment is oftentimes may, depending, move the child further and fur- 
ther away from home in ordef to accommodate the service plan for 
that individual youngster. 

So it is not necessarily always that we are trying to keep things 
within the youngster's community. 
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Mr. Miller. Governor, I think you raise a very telling point 
when you, in your testimony, point out to us that when you looked 
at 14,000 names in the svstem, you really had 4,900 children. 

I just went through this last week with the county that I repre- 
sent. They started outlining to me the amount of time that they 
were spending asking the same people their names, addresses, 
numbers of children, social security numbers, and so forth, and in 
fact, they were dealing with the same families. 

I mean there has got to be a way, and apparently there really is 
none in the entire country. I think there is one progrcun in the- 
Central Valley of California that deals with a central registry of 
these families and children so that you can, again, focus those serv- 
ices on those families and children instead of continuing to believe 
that this is the first encounter. 

It is not the first encounter^ 

Governor Wilder. That is right. 

Mr. Miller. It is the first encounter maybe with that intake 
worker or service provider or department, but we know now that 
those children and families have been around that system much 
longer. I think you make a very important point for those of us at 
the federal level. 

Again, when it comes through a categorical point of view, very 
often we have competing interests trying to get money to fulfill 
their obligation. Properly so, but we are still talking about the 
same children at the other end of the funnel. 

Governor Wilder. And you have got to eliminate the turf battle. 

Mr. Miller. If you can do that. Governor, let me tell you we will 
ail vote for vou for President. [Laughter.] 

That ic the toughest job there is. I think that is what we are 
waiting to see, whether or not Governors can start to be successful 
in doing that because that will change our whole approach. 

Governor Wilder. Well, that is what we are doing in terms of 
interagencies, is cutting through it right from the beginning be- 
cause some of these children we are referring to or individuals, 
even though you are talking about 4,900 of the 14,000 names, they 
did not just all start there. Some of them have been there for 
years. 

This one may have had it four years. This other one comes up, 
"Well, we did not get it but a year later,'* because the ball did not 
bounce into their court until that particular time. So it is a very 
serious problem* We are working on that. 

Mr. Miller. Well, we look forward to it. As we know, you can 
squeeze a lot of resources out of these systems by coordination and 
cooperation and get a better focus on those, but at some point we 
are going to nee<^ additional resources. 

Governor Wilder. That is right. 

Mr. Miller. Because even for those 4,900 children there is such a 
mismatch between the real customized se^-vices that these children 
and families need, and what they get. 

Thank you. 

Governor Wilder. Thank you. 

Chairwoman Schroeder. Congressman Barrett 

Mr. Barrett* Thank you. Madam Chair. 
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1, too, Governor, appreciated your comments very much. I have 
had an opportunity to at least scan the recommendations and the 
actions taken the State of Virginiai and I appreciate that very 
much. 

As a former speaker in a state legislature, I can identify very 
quickly with some of the problems that you have identified, and 
also as a person who had a great part in passing one of the na- 
tion's, I thmk, premier foster care review board laws, you have al- 
ready identifiea previously my big concern on funding, but do you 
in Virginia now have a foster care review s;^tem to track these 
kids tmtt are lost in the system that you have just now touched on? 

Mr. Kkhoe. Not in the formal sense that you have described it in 
other jurisdictions. 

Mr. Babrktt. Has this been under consideration at all in the 
State of Virginia? 

Mr. KxHOS. Yes, it has. The Department of Social Services, that 
is one of ttie issues that the Depeurtment of Social Services is con- 
sidering as part of this overall plan. 

In fact, the overall plan requires a much more global look at all 
youngsters in outK)f-home placement so that it is now in demand of 
social services, of mental health, of juvenile justice and of educa- 
tion, as well. 

We do have a rate setting council that also looks at all of the 
youngsters in placement andf establishes imiform rates for the pro* 
vision of services to young people. 

Mr. BARRKrr. Services mcluoing payment to foster parents? 

Mr. Kkhoe. Oh, yes. 

Mr. Barrett.' Okay. Thank you very much. 
Chairwoman Schroeosr. Thank you. 
Congressman Smith. 
Mr.l 3MrrH. Thank you. Madam Chair. 

Governor Wilder, I, too, want to add my thanks for your taking 
your time to be here today. 

You used the phrase a few minutes ago in your opening state* 
ment "effective use of diluted resources," which is, of course, a 
phrase we have heard you use before and which I happen to agree 
with. You mentioned the figures in Virginia. You spend $100 mil- 
lion to help just fewer than 5,000 youth, which comes out to be 
about $20,000 per child, which happens to be more than tne cost of 
any private school in Washington, t).C. 

I gather you think that $20,000 is not an effective use of limited 
resources. 

Grovemor Wilder. You are right. The other day I was asked the 
question to sign an order which would permit one of our agencies 
to dip into next year's allocation for funds. It is not going to be a 
deficit, but they know they could make it up, and 1 was getting 
ready to do it and looking around, and I saw the cost for one child s 
placement to be $61,000. I said, "Good golly." So I said, "What 
went on? What did you do?" 

And they said, well, you know, it was a very special case. I said 
all right. I saw another one that was $40,000. I said, "What hap- 
pened to this one?*' This one was very tough. Then it varied, as the 
Chairman indicated earlier. We have some as low as $3,000 in the 
community-based home, and that range is just unacceptable. 
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Then I wanted to find out even with limited resources, even if we 
had all the money in the world are we getting the best bang for 
our buck? Is this what we can expect in the future? 

For instance, let's assume that the child was borderline and did 
not require being in an institution or the intensive care, and the 
parents were there, not state government or anything else. What 
would be the cost? 

And then to take it from that level to see then what are you 
doing. Is it for shelter? Is it for psychologiccd testing? Is it for 
speech therapy? Is the child capable of learning? It is a very diffi* 
cult thin^ when yoU get there. 

One of the problems we had, and it follows up vdth Congressman 
Barrett's question, when you have the review panel that reviews 
the cost, in many instances it is made up of the people who protect 
the turf, and that makes it somewhat incestuous. It is vexy much a 
part of the problem. 

So you are going around in circles when you try to grab it, but in 
lean times, it gives you an opportunity to really assess it and say, 
''Now, let's all come together and see what we can do," and it is a 
very troubling situation. 

Mr. Smfth. Governor, you and I have corresponded a couple of 
times about the idea oi cutting overhead costs in order to have a 
more efficient government. 

Governor Wilder. Yes. 

Mr. Smpth. I gather you think that overhead is also an area that 
ought to be looked upon to avoid some of the bureaucratic expense, 
and not just the bureaucratic hassle of running those tji)es or oper* 
ations. 

Governor WmoER. Yes, and I am very pleased to say that the ad- 
ministration has been very cooperative in that regard. Our people 
have, especially in social services. We found in one particular area, 
and I will not define the city or location— and I love PR people. 
Don't misunderstand me. I do not want anyone in the room to get 
me wrong, but this rarticular social service agency had six rR 
people, six, and our Director said, ''lliere is no need for that," 
before I could even say anything about it. He said, ''We will cut 
that," and that is an administrative cost that, indeed, could be rep* 
licated in other areas that we need to get rid of 

Mr. Smtth. So there are ways to cut. 

Governor, I have one last question, and that is: would you speak 
a little bit about what you consider to be some credible altemaUves 
to the system that is being used right now, and particularly in 
regard to individuals, whether they might be foster care programs 
or some other program like that? 

I guess I have a special interest in this, and I think it is also a 
way, frankly, for you to surest to individuals how they might help 
out in their own communities. 

Governor Wilder. Well, the earliest possible intervention, when 

Sou see the difHculty taking place, and as Mr. Kehoe has indicated, 
efore you speak of placing the child or taking the child out, go 
into the home and see what can be done. 

Many times the parents need help. Many times you are dealing 
with parents themselves who are traumatized in one form or an- 
other, and especially with teenage parents or younger parents or 
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parents who for whatever reisons have been disadvantaged, and 
thair counseling. In many instances counseling with those parents 
cjuld do so much to help the children, and the children sometimes 
ixe just as sound as dollars, but the parents, in terms of their reac- 
tions with them. 

So we could have what some would say are neighborhood groups 
to be involved. We have had private sector people do it in work 
counseling, but if we could have more community-based opportuni- 
ties and volunteers who would come forth to understand that the 
primary purpose of being there is to assist the child because no 
p^'-ent wants to be told that they are not capable of dealing with 
thoir child, e^ren though that parent will come and say to the judge 
or t<> the principal or to the school teacher, ''1 cannot handle him. 
It your problem. You take it." 

j3i.t we need to reverse that and to say, **No, we will help you 
deal with that probU m.'^ 

Mr. Smfth. Tnank you, Governor. 

Go vemor Wilder. Thank you. 

Mr. Smith. Thank you. Madam Chair. 

Chairwoman Schroeder. Thank you. 

Congressman Wolf 

Mr Wolf. Thank you. Governor. 

I agree with just about everything you have said. However there 
are two problems. One is the administrative cr^ts. No one seenia to 
have a handle on that. Maybe the com-.nittet igh^: to get the Gen- 
eral Accounting Office to do an investigation across the country to 
see the administrative costs in all of the different States. The 
second problem is directng Federal dollars to provide preventive 
and early intervention services. 

It Piiemb to me that one of the great problems is clearly people 
that are in the system now have to be helped, and we have to do 
eveiything we possibly can to deal with these problems in a very 
aggressive way. Although it will be costly, I think we have an obli- 
gation. 

I think it is equally important to focus on strengthening the 
family. If you can get to the family in the beginning and help to 
make some minor adjustments, you can really help to solve the 
problem. 

When you look at some of the indicators, you know, spouse abuse 
is up. Child abuse is up. Teenage pregnancy is on the rise. 
Governor Wilder. Dropouts. 

Mr. Wolf. All of these indicators are going up. So I think the 
more the state and the federal government can do to remove the 
burden on the family and let the family deal with t^ese problems, 
the better ofF they will be. 

I have a bill with 92 co-sponsors. Obviously wixerx v e first put it in we 
did not know how popular it would be, to increase the personal ex- 
emption for children in the tax lav^s. Currently the personal ex- 
emption is $2,050 per child. We would increase it to $3,500 
per child, with the idea of letting Moms and Dads have more of their 
own money so they can make family decisions. The bill will take 
some of the financial pressure and burdens off of the family. 

So I salute your comments, but I think the more we can do to 
intervene early, the better off we will be. 
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Governor Wilder. And I think it requires a coordinated effort 
with the statei federal and local governments. It is absolutely im- 
portant that we settle that tuif rather than juut speak of the mter- 
agency turf and the people who are protecting job tuxf or profes- 
sional turf. 

If the direction is given from the federal government to the 
states, if the mandates are matched with dollcurs, and if the flexibil- 
ity is allowed the localities and the states to address the program 
to achieve the result, rather than to go through steps that might 
not achieve the result, I think we would be better off. 

Mr. WoLi. Why do you think there are so many mandates at the 
federal levd? Do you think it is a lack of trust or something else? 

Governor Wilder. I think it may very well have originated that 
vay earlier, as to what some localities or states would do with the 
funds, but I think now that the public has understood that the 
need is there, and we all see it, I do not think that that would be a 
factor as much as it may have been in the past. I do not dnk it is 
lack of trust. I think it is a lack of revision, a lack of the need to 
see that it has to be changed, and that is why we are here today. 

Mr. Wolf. Thank you, Grovemor. 

Governor Wilder. Thank you. 

Chairwoman Schroeder. Well, I want to thank you, too, and I 
think you just put it in context. We havf^ got two kinds of turf wars 

ffoing on. We have got the vertical turf war between all of the dif- 
erent levels of government, and the horizontal on each level. 

Because, you know, when you have these hearings, it makes such 
sense, and you begin to think, "What in the world?" And it has 
been going on for 20 years trying to get hold of this thing. 

I thought your comments about the door the child comes through 
is the door that deflnes the services that child will get, were right 
on point. That is absolutely ridiculous. 

I want to use the expertise of the Director, Mr. Kehoe, because 
my understanding is your background is in juvenile justice Mrith ju- 
venile offenders, and I know as I look at different state budgets, 
including mine in Colorado, one of the biggest things we are spend- 
ing money on is more and more prisons, and that is not exactly 
what you want to see as the new growth industry America. 

Are you aware or are there mental health treatment services 
available for children in any of these jiivenile correction systems 
around the countr/? 

Mr. Kehoe. Yes, there are a number of different systems that 
are developing strong mental health compoiic^^^ts. One that I am fa- 
miliar with that has a very strong mental health Lomjponent is the 
Illinois S3rstem that has really worked for a number of years to ini- 
tiate good, stror mental health services for the kinds of young- 
sters who nee. u )e incarcerated. Th^^se are serious felons, young- 
sters who represent a risk to society . 



of Mental Health allowing strategie;!* for helping us to institute 
services within our system, as well. 

One of the thin^, I think, that is iraportant is to understand 
that while we neoa to work very closely together, the two syst^jms 
do have separate initiatives. Ours, the juvenile justice system, does 
have to put emphas:ls on custodial caro and protection to the public 
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and minimizing escapes; whereas, mental health needs to work 
more towards the integration of youngsters into the communities 
and to work with their mental health needs. 

What we need to be able to do through cooperation is to blend 
those two agencies together so that when we have youngsters who 
may represent a risk to the public safety, but who have mental 
health needs, that those youngsters are going to get those services 
and hopefully then be able to be less of a risk to society when they 
return to the community. 

But that is one of the major ones. Massachusette, I think, has 
also been doing some very innovative things in working with the 
private sector along the lines of esteblishing a broad base of mental 
health services. So there are a number of states where this is going 
on, and it seems to be very encouraging. 

Chairwoman Schroeder. I know one state I talked to said that as 
they did this, they found 25 percent of the workers quit. They could 
not take the turbulence and the constant changing of orders and 
how they were going to do things, the new way of looking at the 
youtig person in a more holistic fashion. They just were not able to 
cope which I thought was very interesting. We have gotten so used to 
compartmentalizing. 

Have you found a lot of opposition in Virginia to what you are 
trying to do? 

Governor Wilder. No, I have not felt it on the Third Floor, and I 
do not think Chuck has found it. As a matter of fact, what we have 
found is that it Ls almost like a tecit acquiescence, that people have 
somewhat been waiting to rmx\ the direction, and they welcome it. 

And accordingly, from the counselors, from the courts, and trom 
all the people we have occasions to come in contact with, they are 
encouraging us to do more, and that is why I guess we feel that 
what we are doing is just a start in the direction that we want to 
finish, and to capitalize on the experiences of other states and to 
learn from what other people are doing. 

But, no, we have not had any objections. 

Chairwoman Schroeder. Well, that is good, and I think early 
intervention is really the way to go, as Congressman Wolf said, be- 
cause it is so much cheaper than institutionalization forever and 
ever. 

Governor Wilder. Oh, yes. 

Chairwoman Schroeder. I also think, too, a lot of the more rou- 
tine mental health needs are not even being dealt with. We are 
talking about the very extremes here, and I think the increase in 
the number of suicides and those types of things that we are seeing 
among young people, I just do not get at all, but we really need to 
work very hard on that, too, but I guess we have to start at the 
more extreme and then stert working down and talking about it 
more. 

I guess there is more optimism among kids. If you can get them 
earlier, you can do a lot more for them, and it seems to me it is 
money well spent, if we can just figure out how we coordinate it 
and do it. 

So thank you so much for coming. 

Governor Wilder. Well, thank you. 
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Chairwoman Schroeder. And we realize it has been a tough day 
to get here, and we reallv thank you for your attention to it. 

Governor Wilder. Well, I have enjo>"!d it, and thank you, and I 
hope that we, as I said earlier, can cintinue to work together. 
Thank vou very much. 

C^rwoman Schroeder. We really look forward to it. Any ideas 
you have for us at any level, let us know. 

Governor Wilder. Thank you. 

Chairwoman Schroeder. Thank you very, very much. 

We now have a very distinguished panel that also had a lot of 
trouble. It has been a day where we have had trouble getting all of 
our panel here. It has not been easy for anyone. 

First let me introduce Barbara Huff, who is a parent and the 
President for the Federation of Families for Children's Mental 
Health, from Topeka, Kansas, where I think everyone is aware had 
a very unique week. We are very sorry about all of the things that 
have gone on in Kansas this weekend and appreciate the incredible 
effort that you have made to be here. 

Lenore Behar, Dr. Behar, is a Special Assistant for Child and 
Family Services in North Carolina, in Raleigh, North Carolina, and 
we are very, very pleased that you could be Tiere this morning. 

Clifford Attkisson, Dr. Attkisson, is a Professor of Medical Psy- 
cholc«y at the Depaurtment of Psychiatry and the Associate Dean of 
the Graduate Division of the University of California in San Fran- 
cisco, and we truly appreciate that. 

Dixie Jordan, who is a parent and advocate for Parent Advocacy 
Coalition of Educational Righto, from Minneapolis, Minnesota, and 
we understand that H has been a very difficult weekend for Dixie 
to get here, too; tiiat there have been all sorto of personal things 
that came up in her life. 

Dr. George Rekers, who is the Professor of Neuropsychiatry and 
Behavioral Science and the Chairman of the Faculty in Psycholo^, 
University of South Carolina School of Medicine, from Columbia, 
South Carolina. We are very, very pleased to have you. 

And Congressman Weldon would like to introduce someone from 
his district who is very special among this panel, too. Let me yield 
to Congressman Weldon. 

Mr. Wkldon. Thank you. Madam Chairwoman* 

It is my distinct honor and pleasure to have today as a witness 
someone who is eminently well Qualified and experienced working 
with children with mental health problems. Dr. Sandra Cornelius 
has been the Director and Administrator of Human Services of 
Delaware County for the last eight years, where she has done an 
outstanding job. Most recently the county was awarded a Robert 
Wood Johnson Foundation Grant. The grant will bring approxi- 
mately $1.6 million for the coordination of the delivery system in 
our countv, with a very heavy emphasis on involving the private 
sector and the better coordination of public sector fundis. 

Most recently Dr. Cornelius has been named the President of the 
Elwyn Institute. As many of you may know, Elwyn is the largest 
and oldest private facility for the disabled in the nation. Elwyn 
serves internationally as a leader in providing education and reha- 
bilitetive services. Elwyn serves over 10,000 children and adulto an- 
nually with mental and physical disabilities. Their facilities are 
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primarily located in my district, but also at 40 other locations, in- 
cluding California, Delaware, New Jersey and Israel. 

Elwyn has a broad approach to dealing with mental health and 
menttQ retardation problems. The school focuses on community 
programs and community living arrangements. Dr. Ck)rnelius has 
had experience both in the public sector and now in the private 
sector as the President of Elwyn. So it is a pleasure to welcome 
you, Sandy, to this hearing today. 

Chairwoman Schroeder. So if the panel will please take their 
seats, as I say, it has been a very, very interesting day where we 
have had traffic in Northern Virginia, tornadoes in Kansas, per- 
sonal problems and everything else. So it has been a panel that has 
persevered at all costs, and we truly appreciate it. I think that 
shows your dedication that you all made it. 

We will put all of your statements in the record, and what I 
think we will do is just begin and go right down the group. Each of 
you can summarize as quickly as possible so we can get into ques- 
tions and answers if that is possible. 

So let me start with Barbara Huff. Barbara, the floor is yours. 

STATEMENT OF BARBARA HUFF, PARENT AND PRESIDENT, THE 
FEDERATION OF FAMILIES FOR CHILDREN'S MENTAL HEALTH, 
TOPEKA. KS 

Ms. Huff. Thank you. Madam Chairwoman and members of the 
committee, for this opportunity to be here today, and I will try to 
be brief with my comments so that you can ask questions, and 
please remind me if my five minutes is up, okay? 

I think it is most important today that I represent the fact that I 
am a parent of a daughter with serious emotional problems. She 
was identified when she was six years old as having a learning dis- 
abilitv. We are from Wichita, Kansas originally, and when Kristin 
was 11, she was diagnosed as having lipoid nephrosis, which is a 
serious kidney disease, and by the time she was 12, she had serious 
attempts at suicide and all kmds of emotional problems, and at the 
age of 14 was diagnosed with severe anorexia. 

So I have had a first-hand opportunity to kno;« what it has been 
like to be a parent of a child with serious emotional problems. And 
I would tell you that out of all the systems that we worked with, 
education, mental health, health, the most difficult was Mental 
Health Services. Not only was there none available, nothing be- 
tween a 50 minute mental health center visit and an institution 
bed. It cost our family $2,000 a month for her mentel health serv- 
ices at KU Med. Center in Wichita, and financially exhausted 
every resource w<5 had, and we were an upper middle class family. 

We were divorced through that period of time, and our oldest 
daughter who is 19 months older than Kristin suffered from seri- 
ous bouts with depression as a result of it all. So a little later on it 
finally kind of showed up in her life. 

So it had been recommended to us several times to institutional- 
ize her. It would have meant relinquishing custody to the state. It 
would have meant going up in front of a judge and saying, '1 do 
not want this child any more," and that was the only way to get 
around the exorbitant financial cost with this child. 
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We put a second mortgage on our home, sold absolutely every- 
thing we had, and are still paying for the services for her, and I 
just think that the isolation that we felt, the financial exhaustion 
that we felt, the hopelessness that we felt we will probably as a 
family never recover from. 

That was the sole reason, I think, for my commitment as an ad- 
vocate, are some of those emotional feelings that I felt, that I kind 
of promised that other families in this world would not have to go 
through what we wont through as a family. 

The beginning ol' the national organization that I represent and 
speak on behalf of today, the Federation of Families for Children's 
Mental Health, was really started based on that. I began to be 
more educated as a parent and to understand the system better 
and to understand how our money flows, and that money does flow 
into outof-home placements, and that is why our child was recom- 
mended for that; and that there are no services in between. 

Our family needed things like respite. We needed someone to 
case manage these systems that we were working with. We needed 
somebody to help us in a crisis at 12:30 at night when this child 
was ready to commit suicide. 

We exhausted our Blue Cross/Blue Shield within the first hour 
at KU Med. Center. We had a $500 deductible policy. So that is 
why we were on our own with this. I mean we had paid $400 a 
month for that kind of family policy to be exhausted within the 
first couple of hours. 

So in realizing the isolation, knowing exactly what families deal 
with, I became involved with our CASSP Child and Adolescent 
Project in Kansas, Service System Program, and bb a result of that, 
I b^an to go to some meetings at the national level and met other 
families, other parents, other moms, and realized that what I was 
going through was no different than what other families were 
going through, and suddenly we began to talk about what needed 
to happen at different levels than just our own local level and state 
level, and it was based on some of those initial meetings that we 
begem to get together more frequently. 

I listed for you on the second page of my testimony some of the 
history of the Federation, and I will not go through all of that 
other than to tell you that in December of 1988, it was the first 
opportunity that about 80 of us got together. It was a tremendous 
emotional experience with families saying we have got to do some- 
thing different. We have got to have something for our kids. We 
have got to be able to work this at a national level. It is not work- 
ing at the local and state level 

And it was based on that that we identified five mcyor areas of 
concern, and those concerns at that point in time are still concerns 
today: appropriate educational services for our children; the need 
for commimity-based services, mental health services; a real varie- 
ty, a whole array of services in the community for our children; 
and the need for agencies to coordinate these services; the need to 
have access to the services without relinquishing custody of our 
children; and to be able to have support for our families. 

With that in mind, the Federation haH our second meeting after 
that. It was decided at that meeting wliat the next steps would be, 
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and I followed that on this page and began to tell you what the 
history was. 

We have engaged in some advocacy efforts. We have been work- 
ing really hard to do that, and I think we are banning to see 
some results in that our membership is 400-500 now. Actually I 
think it is over 500, and it is an exciting opportunity to see that 
this sole voice for children that have serious emotional, behavioral 
and mental disorders is working, and that is exciting also. 

And I also enclose because I think it is important for you to 
know the next couple of pages, which are our philosophy state- 
ments. This is what we believe in, what we believe should happen. 

So that gives you a little bit of background about myself as a 
parent and this new organization^ the Federation of Families for 
Children's Mental Health, and before I finish here, I would just 
like to say to you, Madeime Chairwoman, and especially to Repre- 
sentative Miller, how much we appreciate your effort here not only 
today, but I know Representative Miller has been very, very instru- 
mental in this new piece of Federal legislation. 

I also know that you have signed onto that legislation as a co- 
sponsor, and we appreciate that immensely, and it is a pleasure to 
meet you all today because I have heard so much about you. 

So thank you again for this opportunity. 

[Prepared statement of Barbara Huff follows:] 
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Prxparxo Statimknt or Barbara Huff, Prwident, Federation or Famuj«8 for 
Children's Mental Health, Topeka, KS 

How did an interior designer from Kanias end up is an outspoken advocate for children's mental 
health issues and the President of a national organization? According to the road map, it's only 200 
hundred miles from Wichita to Topeka, but the road from there to here was not straight, and certainly 
not smooth. 

My involvemcDt ^cgan when Kristin, my youngest daughter, was identified as having a learning disability 
at age 7. When she turned U she was diagnosed as having Lipoid Nephrosis, a blood disease affecting 
the kidneys. At age 12, she became suicidal, was severely depressed, and was diagnosed as having 
anorexia nervosa ai age 14. My advocacy efforts began as a direct result of my inability to find scr/iccs 
to help my own child. 

Kristin's life was touched by several systems including education, health and mental health— none of 
which worked together or provided a system of care necessary to support her or our family. We had 
difficulty locating available services and waited as long as four weeks to be seen by our memal health 
agency only to be told that she was loo serious and we would need to find alternative treatment. They 
advised institutionalization which would have required us to relinquish custody of her to the child 
welfare system. We were devasuted and called the mcnul health association who referred lu to 
another parent in our area who had a child with snoroda. She referred us to KU Med Center where 
we waited again for six weeks for an appointment. Kristin's weight had dropped to 76 pounds and her 
days were spent doing excessive amounts of cxercisc--ovcr 500 situps a day and riding 20 miles on an 

exercise bicycle. ^ . ^ u 

The cost of entering KU Med Center for outpatient therapy was $2,000 per month. Our only 
alternative to a 50 minute mcnul health visit was an out of home placement. We were an upper 
middle class fami^ whoae resources were cjjausled. After three long yean Kristin bcpn to show 
improvement however the coat was great. Her father and I were divorced, her sister was beginning 
to show signs of severe stress, and I was on the verge of a breakdown. We had not had the needed 
services, especially crisis icrviccs, respite, case management ,or support for our family. What services 
we did have were not coordinated. Professionals continually blamed us for her problems and provided 
no real solutions. The Ewt is there is no system of care that provides fiunily centered services for 
children in their home community, nor provides families with available, affordable and flexible services 
for their children. 

In 1987 1 assisted in surting the first parent support group in Kansas for families who had a child 
with emotional problems. The support group was the caulyst for the formation of a state wide 
organization in Kansas. I am currently the executive director of Keys for Networking. Our 
organization provides information, support, training and advocacy for fiamilies who have child with 
emotional disorders. As we were organizing our statewide movement other states were also in the 
process of engaging £amilies in support efforts which provided the impetus for the estoblishment of a 
national organizatvan. While my story is unique to our family it is not unlike the stories of the 7.5 
million fomiliea across this country who have a chiW with a serious emotional, behavioral or mental 
disorders. 
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A BRIEF HISTORY OF THE FEDERATION OF FAMILIES FOR CHILDREN'S MENTAL 
HEALTH 

1986 — Portland Sute Regional Training Center sponsored the Gtst Families As Allies conference. 
One of the ideu raised was the possibility of a naiiooal orpnizaiion dedicated to children's mental 
health isauea. 

Januaiy 1968 — Anangemenu for a group of 8 parents, representing various areas of the country, 
to meet with Madeline Will and Patty Smith , of the U.S. Department of Education, to discuss at 
length the major issues facing toilies of children with emotional disorders. The idea of a national 
organization surfaced again, and the participanu were encouraged to move toward it*s creation. 

December 1968 — The Portland State RTC conducted a conference in Alexandria. VA, to set a 
national agenda for children's mental health. Five major issues of concern were identified: the need 
for appropriate educational services; the need for community*based services; the need for agencies to 
coordinate these services; the need to have acceu to these services without relinquishing custody; and 
the need for fimily support. Eighty parcnu met to determine what the next step should be. The 
majority of families present decided to form a Steering Committee, and meet again to decide what 
actions should be taken. 

February 1989 — The Steering Committee met and voted to form a national parent- run organisation, 
speaking only on behalf of the needs of children with emotional, behavioral and mental disorders. The 
Steering Committee^ representing 16 states, became the Interim Board of the fledgling Federation. 

Next Steps, 1989 — The Interim Board met again in March, June, and September. The Federation 
has been incorporated in the State of Maryland; By-Laws have been adopted; and application was 
made for Federal tax-exempt status under 501(c)(3): and became more and more involved in Federal 
policy issues. The following mission statement was adopted: 

• to provide leadership in the field of children's mental health and develop necessary human 
and financial resources to meet it*s goals. 

• to address the unique needs of children and youth with emotional, behavioral, or mental 
disorders from birth through transition to adulthood. 

• to ensure the rights of full citizenship, support and access to community- based services for 
all children and youth with emotional, behavioral, or menul disorders and their families. 

• to provide information and engage in advocacy regarding research, prevention, early 
intervention, family support, education, transition services and other services needed by 
these children and youth and their families. 

1991 — We are presently a national organization with s membership exceeding 500. Wc aim to 
develop a cohesive, enduring union of groups and individuals who vnll articulately and effectively speak 
with one voice to policy makers, professional organizations . legislaion and the general public solely 
about the needs of children with emotional problems, and their families. 

Attached is the Philosophy Statement of the Fed« ration of Families for Children's Menial Health. 
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The Federation of Families 
CHILDREN'S Mental Health 



PHY STA1 



The Federation of Familici for Childrcn't Mental Health, Inc^ ii founded on the foUowing 
principles: 



. ChiWrea and tdolacefltt with leriow emcnioaal bchaviond, or mcnul diiorden must be 
viewed at people fin t and not merehr leea at a disability. 



CHI 





■1 



. InOcdble jolkifi .and practices of .fte diffewniJJIJte of 
children must become fiodbie in order to it:«wt the eunilies* raafe of needs and rcwJurces. 



Infle]db1e policies and practices create umiecessarystrett anrf t^T^'^JSln^w^ 
^-'•^^Sldreh aj3 adoWntt who have serious eim, onal. behavioral, or menial 



for the families 

disorders. |t n not iha dtll 



. PAmilitt ire often misocTCCtved as beini 'dysfunctional* when th.ey are aperiencinf normal 
reaction! to Kri^STlScTSf'l^?^^ uTordable services and supporu av»table 

to them. 

. The term "dysfunctional families" is blaming and unnecessary wd wit M ^ ffWtf la 
wrttiMi or snohew ianaM«> 

with .he-f.4"Sl^i2c''5?i;e'^£^5S?/SW 

neeSclf ana pw3^ These seivices are in addition to the femily structure. 

. The services may be short- or long term, but they are time-Umitcd. espcciaUy if the child 
or adolescent is in a residenfial or hosplul treatment program. 

. If the child or adolescent is in a residential or hospiul treatment program, the length of 
stay mwt be d^^^n^hyi^^ adolescem's progri and miprovement irtj n9t frT tlHK- 

. Reaardless of where the child or adolescent, is living, he or she ahsm ^i^^? 
family If an oulSSome placement is necessary, diligent and conscientjous team plannmg for a 
succosful transition home must begin lagKjttltril- 
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• ^ Decltipnft which affect the life tad weU-bdag of the child or adokiceat shouki remain in 
control of the nmily. 

Parents must have a voice and a vote on any dedsloa-maUnf team oooceming the child 
or adolescent. 

Parents and family members must assume some of the respoosibility for becoiahg informed 
regarding the choices and opuons for chiSdren and adolescents with serious emotional, behaviorai* or 
menul dtsordem. 

Professionals have an obligation to provide fiunily members with up-lo-date information 
on rights, services, programs, and other options available. 



The child or adolescent should have a voice and a vote on any decision that affects his or 
her educational, mental health, or vocational rehabilitatioo program or treatment. 

> Children and adolescents with serious emotional behavioral, or ipental disorden should 
be encouraged and auisted to learn about their rights, choices, and the service options available to 
them. 

professionals have an obligation to provide accurate information on rights, services, and 
available options to children and adoUicenu with serious emotional, behavioral, or menul disorders. 




Services puit focus on the strengths of each child or adolescent, taking into consideration 

deficit areas. 

> Any professional assessment of children and adolescents with serious emotional, behavioral, 
or mental disorden must include the use of a range of comprehensive testing instruments. 

Assessments must include elements that address the cognitive, emotional, social, and 
physical capabilities of the child or adolescent. 



SERVICES MUST BE j^j^Q^j}/)^^ AVAILABLE: 

All treatment options must be explored and identified, and all available services must be 
listed for familiss. 

Th^ goal of all services must be to enable the young person to live, work, and play in his 
or her community. 

> Services must be llexiblc and individualized to meet each family's unique needs and 
situations. Programs musi adapt to families; families must not be forced to fit into preexisting program 
molds. 

Funding mechanisms must be supportive of rather than destructive to families by allowing 
for services to be provided in individualized, flexible ways that meet the unique needs of each family. 

Natural families are entitled to the same in-home community-based support services and 
programs that are ofTcrcd to foster families who elect to care for chikiren wiih serious emotional, 
behavioral, or mental disorden. 
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mecUQii mttit be Mflnble aad $a»mStb lolumm, 

• Famllki we estitM to t rtaie of mppoit Mn^oas that will enible them to keep their 
chikiiea awl adESnceoti at hom lathcr UM GmittplMe then Eont-of-fcoaie treaineet prograat. 

• The child or adoleaoeat ii a memher of ai ^Urkato (Maftr Mniflire aad aHklaaoe to ooe 
fiuni^ member my Mve to support othcTGimay aMaabeta, if aol the eiMra fimfly. 



The hmOf bimw benefit from adyoocgr eSMtm aad hmiHia ihould be ewwafed to leara 
about the lasfD of advocacy opttoni evaoabte. 

profMottidjdS^^ pfo8deftS\^ hwrto 35^??'^*'^^ 

advocate eir^^ Pareats and other luaily mnmhcw should be laivohM ia the tnialat of 

profinsiooab. 

• AUtoilies are knowMfeable about aad reaottteas for their 0^ 

« In hmUka where there is abusew nedect, the chOd^ or adotoicettt's and safety 

■aust be the primary concern, ^n these situaUo&Trecon^ muM stiU be made of &e todM 
slrSSfths and Intensive support must be provided so that tSe child nyght safely leaain with the fismOy. 

• Removal of a child or adolescent fipom her or hii (amily home must be seen as the Imt 

resort. 

• Fami^ reunification is the main foal after aqy move from the home takes place. ECforU 
to achieve this must begin immediate^. 

• When fismily reunification li not possMe after all options have Csiled, another pwpannf 
fiunily si* istion mustbe fcmnd for that dtUd or adoleaceat 

. The kxation. quaUty, and/or ^freoiMnf of secvkes that are available and provided to 
chiUren and adolescents vnih serious emotiooal belMorai. or mental di«)rden must be based on the 
individuars need for services and not on the abili^ to p^r for the sewioea. 

• The quality ai)dA)r frequency of supportt tl^at are available and provided to Csmilies whose 
children and adolocenU hsve lerious ernojkNul b^^vforal. or motal disorders must be based on the 
need for the supporU and not on the ability of the bmily to pay for them. 

PRO! 



Hiih quality, well-oualifled personnel must be recniiied to provide the special education 
and related services needed by this population of children and adolescents. 

Appropriate professional sUndards should be devebped for.providinf services. There 
needs to be a sufTtcieni number of peisonnel preparation programs that will meet approprute, 
professional reoogniied standards. 

• Sute-of-the*an methods, strategics, and materials for working with this population of 
chiklren and adolescenu aiKl their families need to be identified and dmeminaled. 
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in^iJ^^JS^ntiS'^&^^ "'""""•^ roup, .ko need to be 

v«rking'with*l^ ta^uSto^^ " °^ u..erd»dplin«y .mica »Ki in 



r^'^IISr effortt need to be directed lo .the recruiuiwnl, prepention, employmeflt. and 
L'JfS'SS!?"^ of minority |roupi, Thak tbo need to teB^ Sut 

!-r Ji jJi^'''* trwnint and infonnatjpii that will tuppoit tbem in their miet ai active 
bte?. ^rSSTtdSfcSten. •doiSESu who have leri^elSoS 



adolescc'nu ^nT^ T^^SSA'^rT^ '^'^ '^'^ 

«.d ..re;rhi:~l'fSTfeP^fc'^^ 

1 wiJ . ^i^J^ profesiioiuU musi collaborate lo improve not only Uie aervicet and procranu 
®J?i*i*^^^ ^i^'^i^^ idolciccnu but alio to clinic the^vduet and a^iUtudea ofwicty toKrS 
children and adokmnU with serious emotional, beha^nJ, or mental disortlen. ' wwarai 

I * A """^ profettionab must dare to not accept perceived limiu and actual barrien that 

are placed on children an8 adoletccnU with serious enwUonallbehavioraror nSntal disorde^ 

• Families and professionals must be willtnt to dream and Uxe risks that will imDrove the 
mental SL^^rT" "^ilable to children and adololcentt witnerious^iSnal ffl 

, • M^tbout dreaming and rtsk*takin|. full citizenship for children and adolcscenu with serious, 
emouonal, or mental disoitien will not be achieved. -MUKw»ni» wiw icnous. 



Kfarch 1990 
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Chairwoman Schroeder. Thank you very much, and we really 
appreciate your testimony. 
Dr. Behar. 

STATEMENT OF LENORE B. BEHAR, PH.D., SPECIAL ASSISTANT 
FOR CHILD AND FAMILY SERVICES, NORTH CAROLINA DE- 
PARTMENT OF HUMAN RESOURCES, DIVISION OF MENTAL 
HEALIU, DEVELOPMENT DISABILITIES AND SUBSTANCE 
ABUSE. OFFICE OF CHILD AND FAMILY SERVICES, RALEIGH, 
NC 

Dr. Behar. Thank you very much. 

I am going to speak briefly about two demonstration projects, 
primarily the project at Fort Bragg, to exemplify for you the kinds 
of community-baaed services that we all have been talking about. 

Within the State of North Carolina for the past 20 years, we 
have been working to develop a state-wide system of community 
mental health services for children with serious emotional prob- 
lems, and one approach that we have used is the development of 
demonstrati'"n projects. 

It was very fortunate, I believe, that several years ago we joined 
forces with some of the mental health professionals at Fort Bragg, 
at the Army installation, because they were concerned about the 
mental health of children on the Army post. From that original 
planning meeting grew the first and only comprehensive mental 
health demonstration project in the country, and I think it is to the 
Department of the Army's credit that "they were willing to forge 
new ground and to fund a project that I hope will provide guidance 
and leadership not only for the State of North Carolina, but for all 
of the rest of u 3. 

General Ledford, the Surgeon General of the Army, visited the 
project a few weeks ago and was quite impressed with what he saw, 
and I will say again that we are quite impressed with him and his 
staff. 

Between 1986 and 1989, the CHAMPUS costs for psychiatric hos- 
pitalization and residential treatment of military children rose 154 
percent. I believe that if the other payers for psychiatric hospital 
and residential treatment would separate the child and the adult 
figures, they would find similar increases. The CHAMPUS data 
system at this point is in many ways more sophisticated then some 
of the other systems, and what they have seen is a tremendv. rise 
in the use of hospitalization for emotionally disturbed children. 

So what the project that we have in place is to do is not only to 
demonstrate the effective mental health treatment and clinical out- 
comes with children, but to serve as a cost containment measure, 
as well. 

I am going to ask those of you who have the handout that I have 
prepared in front of you to turn to the seventh page, and we can go 
through the pictures, which are worth thousands of words, I hope, 
and not take quite as long to describe this project. If you will go to 
the section that says "Project Plan," as such, and then start on the 
next page, I will describe for you that the project has three m^or 
parts. 
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The administration is by the State of North Carolina, the Divi- 
sion of Mental Health and Developmental Disabilities and Sub- 
stance Abuse Services in my office, and there are two subcontracts, 
one for clinical services at the General James Rumbaugh Clinic 
and the other for program evaluation, which is being conducted by 
Vanderbilt University. 

The project began in August of 1989, and is scheduled to contin- 
ue for 57 months. The clinical services were phased in over an 11- 
month period and began June 1, 1990. 

I should mention that the population of children that are being 
served in this area is 40,600 children. Those are the military chil- 
dren that are in the Fort Bragg catchment area. 

The benefit of the demonstration program is that the child re- 
mains at home to the extent possible. Family life is not disrupted. 
There will be a lower cost per child served. More children will be 
served. All of the local providers are being used. There are more 
service options available, and the services are systematized and ef- 
ficient. 

If you will go to the next page, you will see a chart that depicts 
what traditional CHAMPUS services are, which traditional CHAM- 
PUS will pay for, which is very similar to other third parties, other 
insurance companies, except that most of them do not pay for resi- 
dential treatment, but only hospitalization. 

What you will see from this chart is that in the absence of what 
I call a mid-range of services, children who need more intensive 
services than individual counseling, out-patient treatment or 
family treatment, must go to the hospital. There is nothing in be- 
tween. 

Mr. Miller. Excuse me. Nothing reimbursable are you saying? 

Dr. Behar. There is nothing reimbursable. In fact, and this is a 
point that I want to get to, that when we are looking at programs 
like IV(e), Medicaid, CHAMPUS, we are talking about reimburse- 
ment programs, and in the absence of money to start those pro- 
grams, they do not exist. 

They may exist in small amounts with state monies, but that is, I 
think, an issue that we have to look at; that what is reimbursable 
basically is what exists because there is nobody to even start the 
other services. 

But your point, of course, is accurate, that in the absence of 
other forms of funding, reimbursement drives the system. 

So in the absence of those services, the third parties are paying 
for more expensive services, and the children are being separated 
from their families. This project is a "central point of entry" 
project. All children who are CHAMPUS eligible must come 
through this project, which allows something that is lacking in the 
rest of the service system in most of the country, which is a com- 
prehensive, diagnostic assessment to understand what it is that the 
children need, what their strengths are, what their weaknesses are, 
what the family strengths are and what the family needs help 
with. 

The next page reflects the entry into the system, and I will men- 
tion that there is an emergency service as well as a non-emergency 
service. It is interesting to me that with 50 emergency cases on av- 
erage per month, only two of those are hospitalized on average if 
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intensive criflis services are provided. That is not the general rule 
across the country. 

This project also has a seven to ten-day waiting period for non- 
emergencies and immediate service for emergency needs, and I 
think you will hear particularly from the family members that 
that also is something that is very difficult to come by, which is 
immediate service for an emergency and only a seven to ten-day 
delay for non-emeraencies. 

Moving on ahead, I will point out to you we have been talking a 
little bit about costs, and if you look at this chart, you will see that 
the cost of this system that has been put into place is substantially 
less than a traditional reimbursement system, and one of the fig- 
ures that has not been bandied about just yet, but I will bring it 
up, is the $641 a day hospital charge, plus $80 for physician fees, 
for $721 a day. That is the CHAMPUS approved rate for high 
volume providers. 

And that is not to say that the service is not worth it. It is to say 
that if you do not need it, why spend it? 

Now, I would like to tell you a little bit about what has hap- 
pened to this project, knowing as you do that we have had a wai m 
the last few months. There has been a very interesting impact on 
• the mental health service system, and I refer you to this chart, 
which is several pages ahead, and you can see quite graphically 
that the increase m reouests for services was tied to four megor pe- 
riods. One was when the clinic opened. The second was when the 
troope were deployed. The third was when, and this one took a 
while to figure out, when there was announcement that there will 
be no rotation of troope, which meant that the soldiers were not 
coming home, and then when the war was declared. 

I will also point out to you that the military communities and 
the civilian communities, as well, have done a spectacular job in 
providing support for children and families under stress. The serv- 
ices that were ^iovided at the Fort Bragg project were not for chil- 
dren who were merely under stress, if one can say "merely under 
stress.'' These were children with serious, diagnosable mental 
health problems that were exacerbated by the war situation. It is a 
very different cup of tea than the support services that were pro- 
vided in the schools. 

Now, there are two more points that I would like to make. One is 
that even with a war, in Hub program, which has no deductible; no 
co-payment, is basically a free service, is open to anybody who feels 
that they need help, the utilization of these services will serve less 
than six percent of the population of children over the year. That 
is fairly similar to what was found in the Ontario child study, that 
even with an identifiable need through the epidemiology studies 
that Ck)ngres8woman Schroeder mentioned earlier, one in five, up 
to 20 percent of the children need services, and ^^e see only five to 
six percent seeking service. 

In the state systems we are seeing far less. We are seeing two to 
three percent of the population. 

The last point I want to make about the Fort Bragg project is 
this chart, which I think is fairly spectacular and would, I hope, 
warm the hearts of everybody as thev leave here today because 
what we have demonstrated here is the declining use of hospital 
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8^ -vices as the community-based systems have opened, even with a 
di imatic increase in the number served. 

The percentage of in-patient use has gone down to under two 
percent, even with a large number of children coming in. The com- 
munity services opened in November, December and January, and 
I think you see from looking at th*s that the use of community sys- 
tems really does make a difference. 

I should mention for those of you who do not have this chart in 
front of you the community system involves all types of in-home 
crisis stabilization services, emergency services, a lot of day treat- 
ment programs, a lot of programs in the schools to keep the chil- 
dren there that are done by mental health providers and some 
therapeutic home programs and group homes, and then the pur- 
chase of hospital services. 

I am only going to very briefly mention the Robert Wood John- 
son project which is just beginning in the western part of North 
Carolina. It is another demonstration program. We are one of eigiit 
states with such a program, and ours is in the Appalachian region, 
a rural part of North Carolina. Of course, you know it is a very 
poor area. It is also tri-racial. The largest population is white, but 
seven percent are American Indians, Native Americans, and 3%, a 
black population. 

The goal there is to focus on alternatives to out-of-home place- 
ments. One megor impact at this point of that project, which is 
brand new, is the restructure of the financing of mental health 
services within the State of North Carolina. We have restructured 
two reimbursement prc^ams, entitlement programs. One is IV(e), 
and you have heard a bit about IV(e), and the other is Medicaid. 

The reimbursement now is expected to increase by $15 million a 
year, not by what Congressman Miller suggested before which was, 
I think, a misuse of administrative funds, but in fact, the state was 
never rising n/(e) appropriately. Now with restructuring and using 
those funds in ways, which were very narrow, we will see a $15 
nodUion a year increase in revenue. 

The second restructuring has been in Medicaid, and we expect a 
800 percent increase in Medicaid, with an expected reimbursement 
f^r children's mental health to reach $19 million. 

And lest anybody think that we have solved all of our mental 
health problems with that kind of restructuring, I would point out 
to you again what I said about reimbursement, which is that it 
only pays after the fact for services that do exist, plus the fact that 
Medici id, particularly in the southern states, addresses only a 
small part of the population in need. 

Thank you. 

[Prepared statement of Lenore B. Behar, Ph.D., follows:] 
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CWSt TO home: COMMUNITy-BASBO 
MEHTAL HEALTH FOR CHZUPVtH 

Ltnortt B. BAhati Ph.D 
Horth Carolina Division of Mantal Health, 
D«v«lopB«ntal Disabilities and Substancs Abuss 



I. Introduction 

During ths past 20 ysars, sf forts within thm Stats of North 
Carolina havs focussd on ths dsvslopmsnt and dslivsry of 
cosBunity^bassd ssrvicss for childrsn with Mntal hsalth 
problsas. North Carolina was ons of tha first statss to 
•stablish a stats offics for child asntal health and to dsvslop a 
focus on this population by ths couunity Mntal hsalth csntarn 
across ths Stats. Efforts to dsvslop a full rangs of cowunity* 
bassd Bsntal hsalth ssrvicss havs bssn piscrasal and painfully 
•low, with ths sxcsption of ths ssrvicss dsvsloped in rssponss to 
litigation, bsginning in 1979, which provided a full continuUB of 
comaunity-bassd trsatasnt ssrvicss across ths Stats for 
approxiaatsly 1200 seriously disturbed, assaultive children. 

In 19B7, ths No^-^h Carolina General Asssably adoptsd a Child 
M«intal Hsalth ?ian providing a blusprint for the dsvelop&ent of a 
coaplsts systsB of asntal hsalth ssrvicss; this plan was 
inccrporated into ths stats plan required by P.L.99*-660. Given 
ths adoption of a cosprehensivs, coBBunity«-bassd plan in 
principls, it bscase ttssntial that the effectiveness of this 
aodsl bt r'^aonst rated and thus provide an iapetus for a statswids 
systsa of child asntal hsalth ssrvicss to be built on the 
foundation existing through ths coaaunity asntal health prograas. 



II. North Carolina's Demonstration Project* 

In addition to the basic, public asntal hsalth services to 
approxlaately 25*000 children, there are four aajor deaonstration 
projects in North Carolina addressing ths asntal health probleas 
of (1) infants, toddlers and prsschoolsrs, (2) hospitalized 
youth, (3) ailitary children, and (4) ssriously disturbsd 
children in rural areas at risk of out-of**hOBs placsasnt* It is 
ths lattsr two prograas on which I will focus today. 

The Child and Adolescent Mental Health Deaonstration Project at 
Fort BraoQ 

In August, 1989, through a five y«^«ir contract with ths Departaent 
of t^e Amy, the Division of Mental Health, Dsvelopaental 
Disabilities began the aost coaprshsnsive continuua of child 
aental health services in the country. The Surgeon General of 
the Aray, General Ledford, and his staff in Washington, those at 
Health Services Coanand and at Fort Bragg are to be praised for 
their willingness to fully support such an extensive 
deaonstration project. The goal of this projsct is to provide 
ths full continuua of child aental hsalth services in ordsr to 
dslivsr the sost appropriats, cost effective services, with 
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particular •■phasiB on providing altarnativaa to inpatient and 
raaidantial traat»ant thoaa in naad, of thm 41,600 children of 
■ilitary faailiaa in thm Fort Bragg catchaant arM. Civ#n thm 
dramatic incraaaa of 154% in CHAKPUS hospital and rMid^ntial 
traataant costa for childran and adolaacanta during tha rvie to 
fV89 pariod, thia daaonatration vaa daaignad not only to atudy 
tha affactivanaaa of tha continuua of cara on traat«ant outcoftaa 
but to aarva aa an Mjor affort at coat containaant of CHAKPUS 
coata. 

Tha graphics in Attach»ant 1 provlda a pictorial daacription of 
tha projact plan and currant atatua of tha projact. Aa va aova 
through thaaa graphic praaantationa, I will furthar daacriba tha 

projact. 

A datailad daacription of tha clinical aarvicaa of tha projact ia 
providad a> Attachaant 2. 

Aa you can aaa, tha iapact of tha daployvant and of Oaaart Stor* 
on tha utilization of aarvicaa haa baan aubatantial, laading to 
tha apaculation that without tha availability of aarvicaa, tha 
longar tar» i»pact on tha aaotional adjuataant of tha childran 
aight hava baan aora aavara. Tortunataly. thia apaculation can 
Da atudiad through tha conprahanaiva avaluation that ia alao a 
part of thia projact. In addition to providing for tha dalivary 
of tha full continuuxB of traataant aarvicaa, tha Dapartsant of 
tha Arwy ia to ba furthar coaaandad for funding a thorough 
avaluation of tha projact. jha funding by tha Dapartaant of tha 
Aray haa baan augaentad by funda froa NIMH to axpand tha 
avaluation activitiaa. Tha projact avaluation. which ia baing 
conductad by Dr. Leonard Bictaaan at Vandaiijilt Univaraity, 
addrassaa tha costs of tha aarvicaa, tha quality of tha aarvicaa, 
and tha impact of the servicas on tha aantal haalth problaaa of 
tha cMldran. The services providad at Fort Bragg ara baing 
compared to those at t*^o control aitaa, Fort Caapball and Fort 
Stewart. 

Rg&trt WoQd Jonn??Pn Child Mental Heal t h n^monrntration Prolact 

In 1989. North Carolina was one of twalva atataa to racaiva a 
Planning Grant from tha Robert wood Johnaon Foundation to 'avalop 
tha atructura for a coaprahanaiva aystaa of aarvicaa for 
aarioualy diaturbad childran. In 1990, North Carolina waa ona of 
aight atataa to receive an laplaaantation Grant to put into place 
a coaprahenaiva aystaa of aarvicea uaing an interagency 
collaboration case aanagaaent aodel . Thia laplaaentation Grant, 
lasting four yeara, will total two ail lion dollara of foundation 
funda plua two aillion dollara of atata Matching funda for new 
aental haalth aarvicea for childran and adolaacanta. 

Tha target population aalected by tha atata includaa aarioualy 
aaotionally diaturbad (SED) childran who have baan reaoved froa 
their hoaes or ••e at iaainant riaK of raaoval froa their hoaea. 
A diagnoaia of v.jtional diaturbanca and a functional iapairaant 
acora greater than 40 on tha North Carolina jninctional Aaaaaaaant 
Scale ara other criteria delineating the target population. 
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Th% Division of llontAl HoAlth, Dtvolopaontal DisabilitisB and 
SujbBtftnco AbUBO Sorvicos Borvos as laad a^oncy at tha atata and 
local lavala, with tha raaponaibility of coordinating tha othar 
child-aarving aganciaa. Tha actual daaonatration aitaa for tha 
projact ara tha alavan Boat vaatam count iaa of tha atata. Thaaa 
countiaa ara containad in tha Blua Ridga Araa Mantal Haalth 
Prograa and tha S»oky Mountain Araa Nantal Haalth Progra» and ara 
aarvad by ovar 60 public aganciaa. Tha araa haa a long hiatory 
of qoopara.tion aaong aganciaa, parhapa tha baat in tha Stata, and 
is charactarixad by craativa prograuing in tha faca of liaitad 
raaourcaa, aountainoua tarrain, and a aignificant pcvarty laval. 
It ia a Bulti-racial araa vhoaa population ia dividad aa follova: 
whita (96%), Nativa Ajiarican (7%), African Aaacican (6%) and 
othar (1%). 

Thara haa baan growing awaranaaa in tha atata that tha currant 
aathoda of planning, financing and dalivaring aarvicaa to S£D 
childran naad iaprovaaant. statawida problasa includa 1) 
inaufficiant raaourcaa; 2) fragsantation of aarvica ayataaa; 3) 
uncoordinatad prograa aanagaaant; and 4) inaufficiant input from 
paranta. Tha child Mantal Haalth Plan, adoptad by tha 
Lagislatura and by tha Adainiatration in 19«7, haa providad 
guidanca on thaaa iaauaa; but iaplaaantation haa baan 
inaufficiant to datanaina tha atrangtha and waaknaaaaa of tha 
Plan. Tha Horth Carolina Mantal Haalth Sarvicaa Prograa for 
Youth (tha N.C. RWJ Pro j act) off ara tha opportunity to addraaa 
thata iaauaa through an intaragancy forun at both tha atata and 
local lavalB raaulting in a atata-local partnarahip to i&prova 
tha ayataa. 

Tha aajor goals of the North Carolina RWJ Projact ara: 1) to 
ioplanant a full continuum of aarvicaa for SED childran in tha 
demonstration sites; 2) to develop and inplaaant naw financing 
nechaniaos for child and youth mantal haalth aarvicaa; 3) to 
as^ablish a modal of interagency collaborati'jn and caaa 
nanaqemant that can be disseminatad acroaa tha atata; and 4} to 
raduce out-of-homa placements and paychiatric hoapital irat ions 
for tha target population and to demonatrata that tha continuum 
of community-based aervicas is a laas axpanaiva, equally 
affective option to hospital-basad aarvicaa. Objactivaa for tha 
first two years address the expansion and reorganization of 
aarvicaa for the target population, in tha laat two yaara, 
objactivaa focua on full implementation of new financing 
aachaniaaa, tha uae of a aingla unit coat-finding ayataa acroaa 
aganciaa and aathoda of disseminating tha aodal for replication. 

Activitiaa in tha Planning Year focuaed on aatablishing 
intaragancy forums of child serving aganciaa at the atata, araa 
and county lavala to define procaaaaa which would be tha core of 
tha aanagaaant aystem. county intaragancy agraaaants ware 
daviilopad and aignad» addraaaing rolaa and raaponaibilitias in 
tha rafarral» diagnoaia and traataant procaaa; criteria for tha 
target population and aechanisma for prioritizing clianta in naad 
of sarvicao; a method of implementation of a client tracking 
ayatam and development of a data baaa. Tha Projact Management 
Team* an intaragancy planning group at tha araa and regional 
level, produced a machaniaa for Quality Aaauranca, including 
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utilisation r«vi«w and p^ar raviaw dona by rapraaantativaa of 
■ultipla agancias. Tha Projact Managaaant Taaa dafinad ita 
functions to includa problaa solving at tha ragional laval and 
tha aachaniaa for rafarring issuaa froa tha local aitaa to tha 
atata laval Ovaraight Couittaa« 

At tha stata laval, an intaragtncy Ovarsight Couittaa gava 
aupport to local activitias and providad a atatawida parapactiva 
on proposad changas in tha S€trvica syataa. A atata laval 
Intaragancy Agraaaant vaa vrittan and aignad in tha fall of 1990 
by tha Sacratarias of tha Dapartaanta aarving childran and 
faailias. staff in tha child and faaily Sarvicaa Branch of tha 
Division of Nantal Haalth, Davalopaantal Diaabilitiaa and 
Substanca Abusa Sarvicaa (DMH/DO/SAS) providad aupport to tha 
Ovarsight Coaaittaa and raviavad financing aachanisaa to 
dataraina iaprovad aathods of using availabla funds, particularly 
fadaral antitlaaant prograas Madicaid and Titla IV-E. Thus far, 
aajor atridas hava baan aada, with substantial collaboration with 
tha Division of Social Sarvicaa, in planning for tha 
raatructuring of Titla IV-E procaduraa to incraaaa ravanua. It 
ia anticipatad that $15 aillion of naw ravanua par yaar will 
raault froa tha raatructuring of Titla IV-E procaduraa; of thia 
aoount, 201 will ba for Mantal Haalth, Davalopaantal Diaabilitiaa 
and Substanca Abusa Programs and aol will ba for Social sarvicaa 
Prograaa. Major changaa hava occurrad in tha Madicaid prograa to 
broadan covarad sarvicas and incraaaa raiabursaaant rataa with an 
axpactad incraaaa of 300% in child Mantal Haalth ravanuas to %19 
ail lion. 

Based on input from the atata and local aganciaa , tha aaphaaia of 
tha aarvice system will ba on non-rasidantial aarvicaa daaignad 
to kaep childran in their hoaaa. Removal from hoaa, whan naadad, 

will be for the shortest time possible, priaarily for crisis 
atabilization. The service componenta will ba axpanaiona of 
existing services which do not exist in sufficient quantitiaa or 
currently are designated for Willie M. clients only. An 
important focus will be on thorough aasessaent of the child and 
family strengths and needs as the basis for the intervention 
plan. The assessment and treatment planning will be completed 
jointly by the agencies involved or to be involved with the child 
in child-specific intervention teams. A case manager will 
oversee service delivery and aaintain involvaaant of the 
agancias. 

The role of parents will ba ?:trangthanad through tha development 
of a consuoar-advocate advisory group at tha local laval and 
through representation on tha Ovarsight Coaaittaa. 

A training plan has been developed to orient new etaff, provide 
continuing education to exiating etaff, and to focua on 
interagency collaboration and caee aanageaant. Training events 
that include staff from other child-earving agencies and 
consumers will be regularly scheduled. 

Dissaaination of successful treataent aodela and aanagaaent 
systeas will be accomplished through statewide conferencee and 
local training. Small work groupa will be used to provide 
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infonation on cost af fttctivanass 4nd financing aachanisma to 
daciaion Bak«ra who dataraina tha allocation of atata and fadaral 
funda and to third party payora lika inauranca coapaniaa, 
••If^inaurad aaployara and daaignara of banafit packagaa. A 
long-ranga goal ia to propoaa a ayataa for inaurara to axpand 
covarad aarvicaa to includa altamativaa to hoapitalization for 
SED childran and youth. 

Tha National Znatituta of Nantal Haalth ba» avardad a 
raaaarch grant to tha stata, tha Univaraity of Korth 
Carolina at Chapal Hill, and Duka Univaraity to atudy tha 
af factivanaaa of caaa aanagaaant aarvicaa in tha Mntal 
haalth ayataa of cara davalopad in two of tha alavan 
count iaa in thia daaonatration projact. Two aodala of caaa 
aanagaaant will ba coaparad. Tha projact alao includaa an 
analyaia of coat*af factivanaaa of aarvicca and atudy of 
aarvica coordination pattarna in intaragancy co\mcila* 

Tha long ranga iapact of thia projact could ba aubatantial* 
If tha goala ara auccaaafully aat, tha incraaaad funding of 
tha Child Nantal Haalth Plan could ba accalaratad. Tha 
lasaona laarnad froa this rural aita could ba uaaful both 
atatavida and nationally. 
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THE PROJECT HAS THREE MAJOR PARTS 



Administration 



NC Stats Offica 



Clinical Services 



James Rumbaugh Clinic 



Program Evaluation 



Vanderbilt University 



The Project began in August, 1989 and is scheduled 
to continue for 57 months until May, 1994. 

Clinical services opened on June 1, 1990 as scheduled, 
after an 11 month mobilization phase. 
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Benefits of the Demonslralion Project Child Mental Health 

child remains in the home 

f«imily is not disrupted 
■f" lower cosl per child served 
^ more children served 

local providers arc used 
■|a more service options available 
■|* services arc systematized and efficient 
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Better and more services tailored to clients* needs. 
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Senices 


Traditional 
CHAMPUS 


Demo 
Senices 


Hospitalization 


• 


• 


Residential Tk atmcnt 




Lvge Setung 


• 




Group Home 






Professional Pirenang. Speculued Foster Cart 






Stfpenaied Independent Livmg 






Day Trtatmcni 


High Manigement • fuli-da\ 






Moderate Management • fuli-djy 






Moderate Management with public school- 
haJf*da> 






Therapcuoc Vocauonai Placement 






Therapcuuc Preschcx)! ^apes 0 • 6^ 






Evcnine Treatment 


A/icr School or vv>rk • half-^v e^5ul^alcnl ^ 


Thera:)C'jt;c Can^p;ng 


Weekend Sj^v-nc: or Vca/ Round ^ 


Outpatient 


Individual Trtaimeni 'OlHcr or heme' 


• 




Familv Treaimeni 'Office or home' 


• 




In. School Suppon Service? 






Emercencx Services 'available 2^ hr\ /dav • 


• 




Farmlv Preservation 




In. Home Cnsis SubiltzaDon 


• 1 


• 



The goal of ihe program is to develop a wider range of services than 
radinonally funded by CHAMPUS and thus provide alternatives to 
hospital and residential services. 



Service Characteristics 



Traditional CHAMPDS 


Demonstration Services 

In (iitiliiion fi> a wuler ranf^e of services, the project provides 


• No! a case management sysicrn 

• Services may or may not be under one 
administration. 

• If not under one administration, family niusi 
locale next level of service. 

• If not under one administration, family mu.st 
apply for admission. 

• No central point of entry into the sy.Mcm. 

• No requirement for a comprehensive diagnostic 
assessment prior to treatment. 


• Itulividiiali/ed, on^.oing case management 
system. 

• Services arc all under on<: administration. 

• Movement acmss services is dclennincd by 
a Treatment Team in col'aboration with the 
child, the family, and other professionals. 

• Central point of entry into the system. 

• Krniiirrd mmnrt:hcnsive asseument Drior to 
treatment 
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Emtficncy Of 
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Rcfrtnl Sources 



Sdiools 
Coum 

Sociil SfPtkn 

Family Servicn 

Health Services 

Pvt. rraciitionen 

Mm 

Panity 

Sell 



Keferral Sowces 



I 



Ncfi * Eme fpenc y 




-/TftaimfTiTV- 




flit 



Hnsptial 

— rrr- 



ResidemiAl 
111" " 



Day 1 atmem 

III . 



OiNpMieni 

— Sc- 



] 



RmeneiKjf ServtcM | 



cysei 



cn 

CO 



rtiliiiii CM itt lyttcM trthcr aa cwiciKies or noA^mrrKmiif i 

TIkt iH imn* OMi^vlMivt iiiawotnc Mnrice «hKh it ovmmi by a ifvaimcni lewn 

OnoK *c diiM oNcn Mimm. pro|^ it iwiewcd mry M)4)d4yt 

TlK family particfiics m ihe cniirt ptooru 
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Menial Hoallh Conlor 

^ ^ , . Treatment Team 

yiiiiflliliif 

Child f'sychialfist jJfjL ^'W'''''^ Psychologist 

I I 



An Eiample Comparing Services of the Profecl lo Traditional CHAMPUS 



In Home 
Siahiii/alion 



Twal Service Coms 


$16 990 


Suppnn Servicfs 


S 2. 00(1 





I ivin^ ,11 Hnrnr 
D.iy In'.iiirinii 
(hii|M(H*ni fnf Cliiltl 

.111(1 1 .imily 
( .iM* M.Hi.i^cMrnl 



-IT" 



( )iiip.iiif ni for Chikl and Family 
{. AST M.mnpcmcnl 



IM<(l.iys 



TOTALS 



426 days 



S4 6Sh ] 



Avrragf cost per day = $91.53 



T| TrtdilimialCMAMPtlsl 





^Sfrvim 1^ 


llosprtal 


RrsKtrnnal rrrainicnt 


t iving at Home 
♦ (JiMpaiieni for Child 
ami family 


TOTALS 


§r 


foTOay!! J> 


fiOday^ 


iNUUys 


181 days 


















1 


(oM > 


[ %4UU) 


[ S7S.(HU j 


SVftOO 




$121,800 



Avemye cost prr day = $2116,13 



62 

The precediDg chart was determined using these figures. 



DEMONSTRATION SERMCES 



Services 


Umi Cost X « of Umu 


Totti Unit Cost 


Toul 


! In-Home Cnsis SubUi^ioon 

1 


$165.00x30 days 


$4.950 00 


$4,950.00 


1 Diy Trettment 

' Outpiaent (child/funily) 

1 


$126 00 X 130 days (Sx««ek) 
$65 00 X 48 boun (2 x week) 
90* uu X 48 hours <2 X week) 


$20,160.00 
$3.640 00 
$3584.00 


$273S4.00 


■ Ourptneni (child/finulyt 
Case Management 


S65 00 X 4S houn (2 x week) 
$64 00 X 24 hours (1 x week) 


$3,120.00 
$1,536.00 


$4,656.00 
36.990.00 


Suppon jcrvices 
•Emergency Services ^ 
•After School Serv jces 
•Weekend Therapcunc Camp:rg 
■Rcspiie 


SZ.OOO 00 (estimated cosii 
provided as needed 


; 

! 

' $2,000 00 


$2,000.00 






• 




$38,990.00 


TRxomOWL champls 


Ser\.;ei 


l n;t Cost X « of L mts 


Toul L'njt Coit 


Toul 


Hosp;:al 
-Room 
•Physician 


SMI 00x60 days 
$80 00x60 days 


$38.460 00 
$4,800.00 


$43,620.00 


ResidcntiaJ Treatment 
■ Room 
•Physician 


$550 00 X 18? days 
$60 00x 183 days 


$45,750 00 
$10.980 00 


I 

i 

$75.030 00 ; 




r5 00x48 hours (2 x week) 


$3,552 00 


$3.60000 : 








- . -■ — 

$121.89000 

1 ' 
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When the General James Rumbaugh Clinic 
opened on June 1, 1990, there were almost three 
times the number of children transitioning Into the 
program as CHAMPUS data had predicted, that is. 
284 clients rather than 100. 



Through rapidly increasing the Internal staff and 
increasing the number of private providers under 
contract, children and their families were served 
quickly by the end ot July. 



However, by September, the active caseload 
quickly coubled to 740 following the deployment 
of troops from Fort Bragg. 

And in November, there was another rapid 
increase to 1078 children following the 
announcement that there would be no rotation of 
troops. 



By February, the number of children receiving 
treatment mcreased to over 1200 followinq the 
start of war. 



Staffing of the clinical services has kept up with 
the demand. By February, all components of the 
systerii were operational in keeping with projected 
time lines. ^ * 
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Scheduled Intake Assessments 

May, 1990 - April. 1991 



30 
25 



TOTAL (cumulative total - 2184 clients) 

Cllnlo OQtntd O0Oloym»nl No Rolallon Announo0d 




5/7 6/1 7/2 S/1 



9/4 10/1 11/1 12/3 1/2 2/1 3/1 4/1 

DAY 

total 1 -1 moving average ^ 



Fort Bragg Dtmonttratlon Projtct 
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Clients have been referred by the traditional sources. 
However, beginning in September, referrals from 
WOMACK Army Community Hospital IncrMsed 
substantially. These referrals have been from 
Pediatrics primarily. These Increased -ferrals were 
most likely because the pediatricians nad been 
deployed and the reservists could not predict long- 
term continuity of care for the children. 
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CLIENTS BY REFERRAL SOURCE 

6/1/90 - 2/12/91 



REFERRAL SOURCE 



Individual/Family 
Mental Health 
Forentic 
Social Services 
Medical Facilities 
Other (Education) 




0 100 200 300 400 600 600 
NUMBER OF CLIENTS 

Fort Bragg Dtmonitratlon Projtot 
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Status Report of the Number of Clients 
Accessing the Treatment System 



pending AtMStment / TrMtmtnt 



Active Clients 




ScrMn^d Out Att«r Ats^Mfmnt 



Compltttd TrMtrMnt 



Total number of children receiving services « 2,043 (6/1/90 • 4/12/91). lO. 5 months 
Population of children in the Fort Bragg catchment area under age 18 s 41,600 
4 9 % of child population has entered the system 



Approximsteiy 15% (360) of those requesting services (2,403) were screened 
out prior to admission 
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6-MONTH UTILIZATION RATES 

Demonstration Vs. Literature 



UTILIZATION RATE 

7% 
6% 
5% 
4% 
3% 
2% 
1% 
0% 

F.B. Demonstration Ontario Child Study 

SITE 

Fori Bragg Demonttrallon ProjiBCt 
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INPATIENT (HOSPITAL AND RTC) UTILIZATION 
AS A PERCENTAGE OF TOTAL CLIENTS 



1600 
1400 
1200 
1000 
800 
600 
400 
200 
0 



TOTAL CLIENTS 



% INPATIENT 



6% 



6% 



4% 



2% 



0% 



JUN JUL AU<i SEP OCT NOV DEC JAN FEB 

MONTH 

^ TOTAL CLIENTS 1 1 % INPATIEf^T 



Fori Bragg D*monatr«ilon Project 



FORT BRAlJc; I)|;NH)NST11ATI()N projkct 
INPATIKNTl HOSPITAL AND RT(') I ITIM/ATK )N AS A PRROKNTA(^.K OF TOTAL CLIENTS 



MOKTU 



07/90 



(m/90 



|(V90 



11/90 



12/90 



01/91 



02/91 



TOTAL 
riJFINTS 
2A4 



403 



M7 



74a 



909 



1078 



1226 



U04 



av>:ra«;k 

H«)SPfTAl. 
HFOS/DAY 
10 9 



12 4 



17 0 
10 1 



12 S 



10 7 



T' )TAI 
n.lKNTS 

.1 a 

:\ 1 

2 2 

2 1 

1 9 

1 7 

t 1 
09 

I 1 





nFr>JVPAY 
9 1 


% UK 
TOTAL 




Tf^TAL 


% OF 


ira'ATIENT 


TOTAL 


CUKNTS 




BKDaDAY 




1 2 




20 0 


70 




100 
96 


2 A 




224 


5 6 


1 




21 2 


39 


M 1 
1.S4 
142 


1 A 




28 6 


39 


1 7 
1 1 




,12 4 


16 


12 3 


3 0 


If^O 


1 5 




10 5 


26 


13 7 


1 I 




244 


20 


fift 


05 




22 1 


1 6 
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Fort Bragg Demonstration PrpiacI : 

Zap 1 •■•station of thm ContlauuB of Car« 
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Fort Bragg DMMnslriHon Prc|Ml : 
Imptommtatfon of th# Contfnuufn of Cara 

CliMt tQpulatioB 

ClisBts ■•rrad by tb« Buabaugb Clinic &r« drava fros a 
population hM of ov«r 41^(00 C8XNy09-«ligibl« obildTM ud 
adolaaoMta undar tb« aga of oigbtsM vbo r«aid« in thm Port 
Bragg eatebaant araa. cliants auat aaat oritaria for a aaatal 
diaordar aa dafinad hj DaK-ZZZ-K otbar tbaa, or in addition to, 
V-coda ooBditiona, aantal ratardatioa, or apaeifio davalopaantal 
diaordara. 

Clinical Prograaa 
Prior to tba initiation of aarvioaa by tba Bumbaugb Clinic 
on Juaa x, if 90, tba plannad lavala of cara vara (i) Outpatiant 
aarvioaa, (2) xn-Boaa Sarvicaa, (3) Couunity Iducation/Traataant 
•arvicaa, (4) RaaidantiaX sarvicaa (to ineluda tbarapautie boaaa 
and tbarapautie group bomaa) , and (5) Znpatiant aarvioaa. ZntaBa 
Xaaaaaaant/EaargaBcy aarvioaa wara davalopad aa a diaarata 
aaction vitb tba priaary functiona of dataraining eligibility for 
aarvioaa, initiating tba traataaat planning procaaa and 
coordinating 2 4-bour aaargancy oovajaga* it i- an aaaantial 
coaponant of tha ayataa of cara wbiob doaa not rv^.aaant a laval 
of cara. Paycbiatric and aubatanoa xbuaa Barvioaa bava baan 
daaignad to provida conaultation and aupport to all otbar 
aactiona, acroaa all lavala of oara. zn addition, clinical Caaa 
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obj«otiv« of presiding MoparatiMal ••nrioMM ittreuX « Priadua^ 
lldc) vithia thm •ystw of oaro* Th^ ^urposo of tho follovi&g io 
to doBoribo aoro fully tho fuaotioao, eurroat staff iag« aad 
ourroat utilioatioa ratoo of tho abo^o-aoatioaod aorriooo. 
lataho AaBoooMoat/KMTQOBQ^ iogyie«« 

Zataka Mooosaoat providoo tho poiat of aatry into tho 
•70 torn of oaro for all olioato. a ooaprohoaoivo diagaootio 
protocol ia ooaplotod vbioh iaoludoo ohild aad paroat oliaioal 
iatorriovo (Doughorty i aohiaka^ ittfa; Doughorty « aehiaka^ 
Xf»fb), dovolopaoatal history (maiavator « tlado^ ltM)# oooiaX 
aad faaily history vbioh oovoro oduoatioaal/logal/aodioaX 
doaaiao, otandarditod bohavioral obooblioto froa aultiplo 
roportora (acboabacb,Xf«7 y Aohoabaoh ft adoXbrooh, XttJai 
Achoabaeb h idolbrock, X9s3b), oubotaaoo abuoo oorooaiag for agoa 
olovoB aad oldor (vlatoro & aoaloy, , aad aoaouroaoat of 

atrossfuX lifo ovoats (Jobasoa « Necutehooa^ XI0Q). Za Jaauary# 
XffX, this BoetioB acbiovod tho g^al of oeboduliag aoa-oaorgoaoy 
iBtaXo aasooBBoats vitbia oao vooh of tho iaitial tolopboao 
•crooBiags. Eaorgoncy asooBsaoats aro availablo vithia tvo bouro 
of tolopboao ooatact oa aa arouad-tho<*oloeb baoio* taorgoaoy 
asaoooBoats aro elo^rly tiod to erioio iatorroatioa oorriooa^ 
vbioh aro oitbor dirootly providod or ooordiaatod by this 
Bootioa, vith f\ill**tiao adaiaiotrativo, poyobologioal aad 
psychiatric support* 

At prosoatf this soctioa is lad by a Mastor 's«»lovol 
psychiatric aurso. Tboro aro also fivo Mastor 's-lovol ataff 
eliaiciaaa aad tvo staff psyehiatrio aursos ia this saotioa. 
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cotttnotors hmrm h%mn utili««4 oa a part-tlm« tesia to a«lp 
Buaga thm duud« ti&oa thm olinio Btartad sehaduliag iataj(« 
«M«MBaatB ia Kay, x$90, ov«r a.ooo intake aasassaaatB bava baaa 
parforaad. 

at »iaiMiiiio »rooa««, lataJttt aBB«BBa«at data is 
proaaatad to a aultidiBoipiinanr traatsMt t«aa, lad aithar ty a 
liOMsad p«Toholo9i«t oi a obild/adolaaoaat payobiatriat, vithia 
two daya of tha iataka iatarriav. at that tima, tha traatmaat 
taaa aalcaa daoiaioaa ragard'jg aligibility for aarrioaa, 
diagaoaaa, praliaiaa^ traataaat plaa, aad diapoaitioa, iaoludiag 
lavaKa) of cara dataraiaation. Xf a oliaat ia rafarrad to 
"outpatiaat-oBly** aanricaa, a eoaprahaaaiTa traataaat plaa auat 
ba davalopad withia 30 days of adaiaaioa, at vhioh tiaa tha plaa 
ia raviavad by tba aultidiacipliaary taaa, tubaaquaatly, 
outpatia&t-oBly traatmaat plaa raviava by tba traataaat taaa auat 
occur at laaat avary X2 aaasioaa or # aoatha, vhiehavar ooaaa 
first. Aay aaahar of tha taaa may eall a taaa aaatiag at aay 
tiaa I hovavar, la ordar to addraaa problaaa or raviav proposal 
cbaagaa ia tha traataaat plaa. cliaata vho ara rafarrad to any 
sarvicaa othar thaa outpatiaat-oaly at tba initial traataaat taaa 
■aatiag auat hava a comprahaasiva traataaat plan and taaa aaat;;tg 
vithia tvo vaaka of admisaion. Traataaat taaa aaatiaga and 
traataaat plan raviava for tbaaa elianta auat tbaa ooour at laaat 
avary 45 daya; again* as vith all oaaaa, any taaa aaabar aay oall 
a aaatiag at any tiaa ia ordar to addraaa ooneama or aodify tba 
traataaat plan, any chaagaa in laval of oara raquira prior 
raviav at a traataaat taaa aaatiag. 
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outpatient ••rrle«« iu this stM Qf ears mrm provided hf 
eentnot prpvidars in thm eowuaity <«beut 90% of oabob) ud by 
tuMbaugb clinio otaff. OutpatiMt ••rrioaa witbia tb« oXisie 

b««B Mr« broadly baood 4ad floxiblo tbu traditionoX 
privata praetiea, vitb oapbaaia on famiXy-bAoad traatmant, group 
traataant, and aoologieally vaXid aaaaasaaata ud intarroatioao 
vbiob raquira olinioiaaa to vork out of tba offieo ••ttiB9« ^ 
vida raaga of inta&aity and xraquaney of aarrioas ia avaiXabXa, 
aa ara apaeiaXitad avaluationa. m ordor to auatain oliobta with 
graatar problaa aavarlty at tba outpatiant Xaval of cara, for 
axaMpla, olinieiaaa bava baan autborltad to aaa eXianta up to 
fiva tinaa vaakly during parioda of oriaia. Outpatiant 
olinieiana aay alao provida traataant in oonjunotion vitb otbar 
aarvioaa in tha ayataa of cara. Waning boura ba^a baan 
aatabliabad to iaprova aecaaaibility. Traataant ia axpactad to 
focua on aupporving and anbancing adaptiva eoapatanciaa #itbin 
tba cliant and family, utilltlr.? aapirically aupportad 
intarvantlona vbaa at all poaaibla. wbila maintaining a atandard 
that all traataant auat ba individua.\iaad» 

nuabau9b clinic C^utpatiant larrioaa ia lad by a aaaior 
cbild paycbolc9i*t» taction ataff iixoludaa tbraa DootoraX-laval 
paychologiata, ona Ka%tar 'a^-laval payobologiat, ona 
Maatar^a-lOTal j^aycbiatric nuraa, ona Kaatar'a-la^al olinioal 
ao'^ial vdrkar, and two Kaatar 'a-lat^al olinioal aubatanoa abuaa 
oounaalora. Va ara ourrartly intanriaving applicanta for ebiXd 
paycbologJat and clinical aocial workar poaitiona. Tbaaa ataff 
atra currantly providing traataant to ovar 147 olianta. 
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Za*SoBe ••rrieas r«pr«s«at 4b iat«rB«diat« of cmxm 

that has aot praTiously bmmn availa)>lii to this olioat populatioa. 
Ooaorally, this ssotioa is aedolsd oa ^faftily prssarratioa** 
programs (Idas MeCoaasll Clark Fouadatioa, If as) . Tho primary 
purposs is to prsTsat out-of-hoas plaoaaoat of ohildroa froa 
familiss axpsrisaoiag aeuto crisis, for vhoa outpatisat sarrioaa 
ars iasdsquats. Za-boBs trsstmsat aay also hm asad as 
stsppsd-'dova ssrrios from rssidaatial/hospital oars to proBota 
suoosssfttl rsuaifiostioas of familiss. Thsrapists ars asoh 
sssigasd osssXosds of tvo to four familiss « aad ara ssssatially 
OB call fo7 thoss essss srouad ths olook* Zatsrvsatioaa ars 
typiesXly providsd la ths elisat's hoas. Msthods utilissd 
iaeluds skills trsiaiag, systsaio fsBily thsrapy, 3.ipportiTS 
eouassliag, aad hsXpiag ths family soesss othsr aasdsd ssrrioss 
or rssouress. Ths Xsngth of trsstmsat is ususlly bstvssa s aad 
sight vssks. 

This ssetloD is isd by s Msstsr 's-lsvsl oliaioiaa vith 
traiaiag ia psychology and socisX work. Thsrs srs ourrcatly four 
Msstsr's-lsvsX cliaiciaAS oa stsff aad vs srs rseruitiag for S 
additioasl Msstsr's-XsvcX positioas. Thsss positioas hsvs bssa 
rslstiTsly difficult to fill, but our most rsosat rsoruitiag 
sfforts srs saooursgiag. aiacs Sumbsugh Cliaie opsasd Juas 1, 
IS90, ths Za-'loms ssotioa hss vorksd vitb 4t essss, iaeludiag 7 
eurrsat ossss. Vs srs bsgiaaiag to saamias outeomss of trsstmsat 
for this, ss vsll ss othsr, ssotieas; ia tsrms of prr.vsatiag 
rssidsatial or hospital plscsasats. Ths prslimiasry fiadiags ars 
promisiag* 
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CouuAity iduoatioft TrMtsMt ••rrie** (CBT«) provides 
•••datiallj tvo pregrim l«v«lBt aft«r*sobeol ud day trsatamt* 
Aft«r-Bohool ••rriotB uy b« provided vhttt oliMts art at high 
risk for day traataaat, rasidatttial or ittpatiaat aarrioaa. Vhla 
prograa providaa a highly atnioturad, divaraa traataaat paokAga 
froB thraa to fiva aftanooaa par vaak for about thraa hours par 
aaaaioa. whas oliaata ara diaplayiag hahavioral/oMOtioaal 
problau la tha aohool aattlag of auoh lataaalty that 
ooat^auatioa at lha koso aohool la praaaatly iapoaaihla or thay 
ara at high riak for raaidaatial or iapatiaat traataaat, thaa tha 
day traataant prograa may ba appropriata. Cliaata may aooaaa 
both prograaa aa atappad^dova aarrioaa froa raaidaatial/hoapital 
oara la ordar to faoilitata auooaaaful traaaitioaa to ooaauaity, 
achool aad family. loth prograaa iaoluda iataaaiva aubataaoo 
abuP4 traataaat, utilisad aa iadicatad. Tha day traataaat 
prograa ia eartifiad aa a acbool aad vill aaphaaiia aahaaoad 
acadaaic atta&danca, ahillaf aad parf ora^vAoa. loth prograaa vill 
hava aa anvironaaDt baaad oa aocial laarniag priaciplaa, ahill 
davalopaant, and aa uadaratandiag of tha davalopaaatal taaha 
faciag cH^rt family. FaAily^oriaatad iatanraationa, aueh aa 
BUlti^fMily group^ vill alao ba oantral to thaaa prograaa. 

CKT6 ia «^:ractad by a aaaior payehologiat, ataff ia 
ouriaivtly rou^riaad of tvo additioaal Dootoral-laval 
paye^oloo^aKU.* tvo Miatar^a-laval payohologiata, thraa 
Ma9t« ."'a*->;ava''. areial vorkara, oaa aaatar'a*laval aubataaoa abuaa 
oouaaai'ax^, qm ourrieulua apaeialiat^ tvo taaohara, a&d four 
behavior procrrnaaicg apaeialiata. Wa ara ourraatly raoruitiag 
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•ttbstuoa abtt«« oouBsalor, ud two b^tevipr progranimg 
•p«eiali«t«. At pr«««»t, thmtm im omm sita vhiek kousas tka 
aft«r-«pkMl aad day traataaat pregraMS. Va ara aBtioipatiag tka 
oapaoity for prograniag of aimllar aiaa at a aav aito vithia thm 
aast fov Boatha. Tba axiating programs la thia aaotiem ara 
tailorad for adolaaoaatai aaaaaaaaat of aaad vill dataniaa 
wbatbar or aot aav prograaa will aarro yoiugar olioata* Tba 
aftar-aobool prograo baa baaa opoa aiaea lata Pooaabar^ aad ia 
eurraatly aarviag It eliaata vitb 10 eliaata aa tba vaitiag liat* 
Tba day traataaat prograa ia aaxiriag id eliaata witb 1 eliaot 
tba vaitiag liat. 
Maaidaatial aar^ioaa 

Tba broad viav of auabaugb cliaio'a Saaidaatial darrioaa 
proTidaa tvo bay faaturaat a) ooaaiataat witb tba traataaat 
pbiloaopby of tba largax syatu, raaidaatial eara will bo 
providtd witb tba goal of raualfyi&g tba eliaat aad fajaily aa 
aooa aa poaaibla, and tbus will iatagrata work witb tba diaat'a 
family ia tha raaidaatial aattiag; b) raaidaatial traataaat ia 
aaaa aa a aora aormalltad, lata raatrietiva altaraatiTa to 
botpital laval of cara, aad may ba utilliad aitbar to praraat tba 
aaad for botpitaliaatioa or aa a atap dova froo boapital. 

Tha aaotioB load for aasldaatlal farwioaa ia a oliaioal 
Boeial worbar. Tbia parson diraotly auparwiaaa tbo Tbarapautio 
aoaaa Coordlaator, tha oroup loaaa Coordiaator, aad tba Day 
Paraat luptrriaor, all baiag oliaioiaaa witb Kaatar'i-laTal 
traialag at a alaiaua. 
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tUBtoaugh is sUilar eeaeaptually to progrtM suob as Paopla 
flaoaa in Tirgiaia (Bryaati i»ae) aad VlTDI la Pittsburgh 
(lavkiaai Haadovoroft, Trout, i tuatar, if tS) . MCarrala to 
tbarapautio hoaaa iaeluda oliaata froa aoroaa tha aligibla aga 
apaa, vitb aarioua aaotioaal/bahairioral diaturbaaeaa, iaeludiag 
aubatuoa abuaa diaordara. Traataaat plaaBiag for thia ooapoaaat 
ia bigblf flasiblai Cor azaapla, laagth of atay mmy raaga froa 
only a fav daya vhaa a boaa ia utiliaad Cor raapita to aaTaraX 
aoatha for aora iatraAaigaat problau. cliaata ara gaaaralXy 
plaoad aiagly ia tharapautie hoaaa, vith oooaaioaal asoaptioaa 
auoh aa raapita eara aituatioaa, Tharapautio paraata ara 
licaaaad by tha atata of North caroliaa, ara paid a atipaad aa 
ooatractora vith cardinal Naatal laalth Oroup, a&d racaiva 
ongoing oliaical support and suparviaioa froa a Maatar 'a*lavaX 
social vorkar* Tbara ia intanaiva pra-aarrioa training vhioh 
alao aarvaa to aeraan tha moat dasir^la oandidataa for 
tharapautie hoaa eoctractB. This prograa baa baan abla to 
davalop rait* \ly quickly, in larga part dua to a contract with 
tha Tharapautie roatar Cara Prograa at cuAbarlaad County Nantal 
laalth Cantar, vhieh has baan auooaaafully cparati£\g for c auabar 
of yaara. Thia contract baa allovad Kuabauqh to aagag* ia joint 
training and racruitaant afforta with aa aatablishad prograa. 

Tbara ara eurrantly 12 aetiva caaaa raoaiving tharapautie 
hoaa aarricaa, including raapita eara. Tbara ara two 
Nastar'a-laval elinieiana en ataff vhc vill each verb vith i 
thar-'pautio hoaa faailiaa, thua allcviag intanaiva engeing 
auppert • 
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thftrftpMtio group boAaa is to previd* u iatftasiva^ 
fcighlyatnotttr«d trMtSMt prograa to elitt&to vitfe ■•rieua 
«MtieB«i/b«b«¥ior«X disturbuofts im mm Mvireuwt vbieb el^saly 
•pproxlMtaa • «Batur«l*« Iim« MvirouMt. laeb •f Biabaagb 
Cliftio'B tkxmm group kom%m kmm m cmpmcitf of i Mo* Oao of tkm 
hommm im doaigBftd m u ttouttt oaro iMio, vitb a4*hottr mmmrqmmcf 
ftooMftibility, ud a li8 •tttff«te«>elioat ratio. Thm otbor two 
boaoB uro tttiliiod oft • plauod rofsrrol baaift ua vill ttaifttmim 
ft ill otoff*to--clioftt rfttio« Xft ftdditioft to tbo SI Cbild Caro 
•paoiaXiatB vbo ara tba Xiao staff for tbo group boaaa^ ooeb boaa 
baa a Qroup Sosa Nanagar vitb ooaaidarabXo axpariaaoa. Tbo Aouto 
cara Group looa Naaagar is a psyobiatrie aurao vbo eaa provido 
ftora iftftadiata aadical i&tanraatioa vbaa Baeaaaary. Tbara aro 
aXao tvo Maatar 'a*XavaX aoeiaX vorltara vbo aro aaaigaad to tbo 
group boaaa ia ordar to provida tba iadividuaX, group a&d famiXy 
tbarapiaa that vlXX eoapXata tba trsataaat aaviroaaaat. 

our first group boaa vaa Xica&aad and opaaad i& Xata 
oaoaabar, itto. AXX « bads ia tbat boaa ara bov utiXisad. Tba 
othar tvo boaaa opaaad in fabruary, i9fX» aad aXX of tba X2 bads 
ara aov fiXlad* 

Dtv laranta. Tba ftuBbaugb cXibio im davaXopiag a Day 
yaraat ooapoaaat vbicb viXX adaiaistrativaXy faXX uadar tba 
BaiidaatiaX sanrieaa saeiioa, vbiXa providiag bigbXy fXaxibXa, 
iBdividuaXisad support to oXiaata ia baaioaXXy any aattiag. 
Tbus, day paraats viXX ba utiXisad vbo ara paraprofassioaaXs vitb 
ebiXd aaataX baaXtb training and asparianea, vbo oan impXaaaat 
oaa-oa-oaa support aad atruotura for eXiaats ia tbo boss, at 
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•obool, mwmm to suppluut suff la rosi4s&tial troatsMt. Ths 
Day fars&t Suparriaor, a lU«t«r'B«laval oli&ioal sooial workmr, 
is rtviaviag applioaats for day paroat positioas. 
inoatiaat a^rrioaa 

withia tha Buabaugb cxlaio Bystaa of Barrioaa, iapatiaat 
hoapitaliiatioB is aatiraly ooatraotual. Tlisra la a privats 
pByohiatsrio hospital ia rayattavilla, tha caatar of tha oatohT'^it 
araai irhich haa both ohil4 aad adoXaacaat uaita aad a raaidaatial 
traataaat eaatar (ETC) • «a ha^a uaad this faoility aora thaa 
othar hoapital prrgrau, priaarily aua to graatar epportuaity for 
auatainin? faaily iavolvaaaat aa vail aa ovarall ooatiauity of 
eara. Va alao hava coatraota vith aavaral othar hc».^^itala ia tha 
araa» irhieh aay ba utiliaad baaad oa fa&ily pra^^r^u^r* avioial 
aaa4a ef tha cliaat (a.9.» atibataaca abuaa traataant aa^iag 
diaordara), or ia aaargaaoy aituatioaa. Tha majority of oliaata 
adaittad to inpatia&t aarvicaa hava baaa for ahort^tarr^ 
traataaat/criaia atabilitatioa or for ooaprahaaaiva avaluatioaa. 
la oaaaa vith aztraaaly aavara« ohroaio oliaioal atatua 
boapitalitatioD haa baaa loagar-tara. Although tba data ara 
praliaiaaryi it doaa appaar that by tba and of Maroh^ litl, tha 
davaXopaant of intaraadiata aanrioaa daaoribad abova had bagun to 
raduoa tha utiXitatioa of iapatiaat/RTC bada ia our ayataa* 
Xftar tha firat month of oparatioa tha paroaataga of aotiva 
oXiaota in in*patiant faciXitiaa vaa 7 pareaat and ia raaidaatiaX 
traataaat oaatara vaa 3.2 paroaat. Xa Maroh xtfX thia paroaataga 
had baan raduoad by X.a paroaat aad .XS paroant raapaotivaXy. km 
additioaaX intaraadiata aarvioaa ooaa oa board ia tha ooming 
vaaka aad moatha^ va antioipata a ooatiauad traad tovard uaiag 
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iapati«»t Bmrwiomn primarily for crisis •ts;biXitatios, short»t»rB 
svslustieas ud baok-up for lass raatriotiTa sarrioaa. 
aiibatanea abuaa asrriflas 

•ubataaca Ikbuaa aarricaa ara providad within and aoroaa all 
lavala of oara vithia tha tuahaugli Cliaio ayataa of oara. Am 
■otad aboYO, thara ara apacifio aubataaoo almaa oliaieiaa 
poaitioaa vithia aoBO aaotioaa, aad thoro ara •aabora of tha 
oliaioal ataff ia all aaotioaa who aro qualified aubataaeo abuao 
profaaaioaala* Za ordar to iatagrata all thaao aorriooa^ tharo 
ia a Sttbataaoa Abuaa Sarrieaa Diroetor» vho ia a Maator'a^lavol 
oliaioiaa with oxpariaaea ia child aaatal haalth aad oubataaoo 
abuaa traataaat. Tbia paraoa raporta to tha Madieal Dirootor of 
auAhaugh, vho aupanriaaa all aeroaa-aaotioa eliaieal aanrieaa. 
Tha aubataaoa Abuaa Sarvieaa Diraotor ia ourraatly iatarriowiag 
applieaata for a subataaca Abuaa Cliaioal apaoialiat poaitioar 
thia paraoa will raport diraotly to tha Diraotor, aad vill aaaiat 
ia providiag auparviaion, traiaiag, eoaaultatioa, prograa 
davalopaaatf and diract aanrieaa to aad withia othar eliaioal 
aaetioDs. aivaa tha avidaaca that thara ia aiqaifieaat 
pravalaaea of problaa tubttaaea uaa aaoag adolaaoaata (Brauoht, 
19S2; yatieaal "^aatituta oa Drug hbuaa, Xfaa), huabaugh Cliaio ia 
aeraaaiag apaeifieally for aubataaoa abuaa (Wiatara« liaa) aa 
part of tha iataha avaXuatioa for all oliaata ago XX aad oldar* 
Biaca opaaia? tha cliQic« 71 cliaata hava baaa rafarrad for 
astaaaiva* ataadardisad aubataaoa abuaa •▼aluatioaa. halapaa 
pravaatioa groupa hava baaa atartad ia outpatiaat aarv^'-^a aad ia 
tha aftar*aohool program; this modality vill ba raplioatad ia 
thaao aad othar lavala of oara* wa ara bagiaaiag to implomaat 
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iatM«iT« traiaing/supanriaioB aeress l«v«l« of oar« ia htimt, 
^ulXy«foou««4 trtataaat for •ubataBoa ahuaa probXMs, bo that «• 
eta ooBtiaut to iaprovo our eapaoity to rooeg&iio aaa troat 
problws of tbio typo* 
gavehiatrio ■arrioaa 

•lAilar to fubotMoo abuoo forriooa, yayohiatrio aorviooa 
vithia tho auabaugh qxiaio oyataa of oaro aro providod aoroaa all 
lavala of oara. fhara ara eurraatiy thraa ataff payohiatriata, 
who ara traiaad la ohild/adoloaooat payobiatry; tbay raport to 
tba Madioal Diraotor, who ia alao a ohild payohiatriat. Tba rola 
of payobiatry ia tbia ayataa iaoludaa diraot aarrioaa (o.g., 
•▼aluatioaa, aadioatioa, faaily tbarapy) , traataaat taa» 
partioipatioa aad/or laadarabip, program dayalopaant aad 
•valuatioa, aad Quality aaauraaoa fuaotioaa, oapaoially ia ragard 
to cliaat traataaat ia aadical faoilitiaa auob aa boapitaia. ba 
vitb outpatiaat aarvicaa, aaay Ruabaugb oliaata raoaiva 
paycbiatric aarvicaa with co&traot providara aa vail. la tba 
firat f Boatba of oparatioa, our ataff paycbiatriata raoaivad 2S7 
rafarrala for paycbiatric avf'uatioaa aad vara oarryiag about 100 
eaaaa for traataaat vitb aadioatioa. 
cliBieal Caaa Man aoaaaat 

7ba Cliaical Caaa Maaagaaaat aaotioa ia baadad by a 
Maatar^a-laval oliaical aooial vorbar vitb au^bataatial oliaioal 
aad adaiaiatrativa axpariar^sa. witbia tba aaotioa, tbara ara tvo 
Suparriaora vbo ara alao aapariaaoad paraoaa vitb baatar 'a-laval 
cradoatialai oaa ooaaa froa tba juvaaila juatioa ayataa, aad tba 
otbar froa obild aaotal baaltb. laob of tbaaa tvo Suparriaora 
baa < Kaatar'a-ltT )1 Cliaical Caaa Maaagara oa ataff. wa ara 
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ourrntly ItttarTlmiftg ud kiri&g at laast tight lAohtlor'B^Iartl 
Outpatia&t e^m CoordiaatearBf who will distributad b«t«««a thm 
•uparrisers* 

Z& a ooaplu sjBtm of ohiXd aaatal hMlth ••rrloas, it is 
our b4Bie dSBuaptioa that oliaioAl oasa aaAAgasMt ia tha hay to 
ayataoio auooaaa by Tirtua of providing ooaaiataat Advooataa for 
tha oliant aad family who Ma ohargad with ooordiMtiag amd 
Mbitoriag all aarrioaa throughout tho oouraa of troataaat. Xm 
haa baaa daaoribod by »ahar (l»as) and othara (a.g., Stroul a 
friadaaa, X»t«)t oliDioal oaaa aaaagora ia tha Xuabaugh ayataa 
auat alao parform tha broador aoologioal aaaaanioata of oXiaata 
vhioh aay laad to liakagaa with aupporta aa(l agaaoian outaida tha 
aaatal haalth ayataa* Thia aaotioo ia ra^poaaibla for 
ooordiaatiag all coaprahaaaiva traataaat taaasi vritiag 
coaprahaaaiTa traataaat plana* aad aaauriag that appropriata 
rafarrala ara aada aad aarvicaa providad. Tha proTiaioa of 
iatanaiva caaa aaaagcaant ia, of oouraa i oaly ralaTaat for oaaaa 
raeaiviog aora iatanaiva aarvicaa thaa typioal ovtpatiaat^laTal 
eara* la ordar to provida intaaaiva oaaa aaaagaaaat, oaaaloada 
in tha auabaugb cllfiic ayataa vara to ba liaitad to 20. By 
Karch, if«l, thara «ara ovar lyso aotiva oaaaa ia tha ayataa of 
oara. Tha vaat majority of thaaa oaaaa vara baiag aarrad at tha 
outpatiaat laval of cara by ooatraot providara. Za ordar to 
■aaaga tha outpatiaat oaaaa adaquataly, vhila utiliaiag highly 
akilXad olinical oaaa aanagara appropriataXy for eiiaata 
racaiviag aora iatanaiva aanrioaa, va hava oraatad aav poaitioaa 
for Outpatiaat Cara coordinator a. Thaaa ooordiaatora viXX 
raXiava tha oXiaieaX oaaa aanagara of oXiaata raoaiviag oaXy 
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otttpatirat ••rfio«s» earryia? ou«l0«te of about •! oliMts vitli 
eerraspoadiftgly Xaat iataasiva iavolYM«Bt« thm ollaioal east 
aaaagara approach tbalr targat eaaaXoada of ao^ tbay mill 
iaoraaaiagXy hmwm a poaltlTa ijipaot oa tho quality of aorriooa 
raealTaft by mora aarloualy diaturbod oXionta. 
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Chairwoman Schrof^dkr. Thank you very much, and I know sit- 
ting on Armed Services, when they put the cap on some of the resi- 
dentifid treatment in CHAMPUS, we heard from providers, but we 
did not hear much from the people who used it, which says some* 
thing, too. They much prefer this new model. 

Let me welcome you, Dr. Cornelius. The floor is yours, and we 
are glad to have you this morning. 

STATEMENT OF SANDRA CORNELIUS, PH.D., PRESIDENT-ELECT, 
ELWYN, INC. ELWYN, PA; FORMER ADMINISTRATOR, DELA* 
WARE COUNTY GOVERNMENT, DEPARTMENT OF HUMAN RE- 
SOURCES, MEDIA, PA 

Dr. CoRNEUUS. Thank you. Madam Chairman. 

Chairwoman Schroeder. You might pull down this microphone 
because the acoustics are not the best in this room. 

Dr. CoRNEUUS. Thank you. Madam Chairman. 

As flfth in your line of witnesses today, I think it would be more 
effective for me to serve as your yellow highlighter than to give 

{rou a full story. The authority from which I speak is that of sitting, 
ike Mr. Kehoe, across all kinds of public money at the county 
level, however not the state level, public categorical funding 
strearxiS that serve children and their families. 
The points that I would like to highlight are as follows: 
One, in previous hearings, you have heard of the prevalence and 
incidence of serious emotional disturbance in children. In our 
county of 600,000 we culled ^e records of all the public systems and 
found 2,200 individual children with very serious emotional dis- 
turbances, serious cmough and of sufficient merit to have them 
taken out or be at risk of bein^ taken out of their families. 

The need is there. These children are not being served adequate- 
ly. Our current funding streams fracture families. The children 
and their needy families go to where the money is rather than the 
services to where the families are, and in many instances we do ill- 
service to families that are more than interested in sta3ring with 
their children, as both the first witness and the Governor testified. 
Families that do have emotional, psychological, familial and finan- 
cial resources and the very great interest and love in caring for 
these children can only be served at times in our state by having 
them go before the judge and say, no longer wish custody of my 
children,'* a horrible, horrible thing. 

The things that I would like to encourage beyond the testimony 
that has already occurred, which calls for coordination of service, 
centralized intake, tremendous expansion of community-based and 
family-based care as opposed to the balance on in-patient, are the 
following: 

Numoer one, we cannot in the public sector get out of the bind 
that we are in now without start-up money to promote, develop 
and encourage the creation of a variety of community-based serv- 
ices that you have heard from other people. This is the very fantas* 
tic merit of the Robert Wood Johnson project in eight states. We 
are one of them. 

This does not go to pay for direct service expansion, the direct 
service. What it does is it gives us money to start up new services 
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so that we can maintain two systems for a brief period of time and 
then begin recapturing money out of the more expensive unit costs 
of institutional care. 

That is an impediment, the lack of start-up money, for the signif- 
icant change in any of the systems across our country. 

Number two, Mr. Wolf, you talked of perhaps auditing all of 
these agencies. I would encourage a carrot also by having the feder- 
al government insofar as possible work with the significant private, 
philanthropic foundations in creating incentives together for all of 
us to move in positive directions. 

Ihe Robert Wood Johnson Foundation is very much to be com- 
mended for taking leadership in this role. Perhaps there are other 
foundations that would also like to join in helping us. It is not just 
public money. It is private money, too, that is needed to help. 

Number three, we very much need the federal government to 
help us in the public sector and in the private sector with the third 
party payers. They are used to supporting only the traditional, in- 
patient service and to a certain extent out-patient visits to psychia- 
trists and physicians. We need them to be more creative in unbun- 
dling their insurance benefits to allow reimbursements under cer- 
tain circumstances. We know we do more about Medicare in some 
ways than the public sector for severe mental illness. We need them 
to be able to be more flexible in unbundling some of their benefits so 
that we can help these kids. 

We are very grateful that you are having these hearings. Com- 
munity-based services are tremendously cost effective. When these 
services were developed for adults in our county, we were able to 
reduce hospital bed stays by 40 percent. We know we can do it for 
kids. 

They are not brand nev; ideas. Everybody knows what we should 
do. We need the help in being allowed to do it. 

Chairwoman Schroeder. Thank you. Thank you very, very 
much. 

[Prepared statement of Sandra Cornelius, Ph.D., follows:] 
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Pbeparzd Statiment or Sandra Ck>RNXuU8, Ph.D., Prisident-Elict, Elwyn, Inc., 
Elwyn, PA; Former Administrator, Delaware County Department of Human 
Resources, Media, PA 

Gooct moirning mttttbars of tha Housa salact Committett for 

Childran, youth and FamiliM* Thank you v«ry much for the 
priviledgA of offering teatimony today. 

Until mid*-March, X was the Human Services Director for 
Delaware County Government in Penneylvania* Delaware County, 
adjacent to Philadelphia County, has 554,000 citizens and a 
demographic profile less affluent than its atiburban neighbors* 

Distressed with the large amount of public monies being spent 
on a relatively small portion of the emotionally distrubed 
youngsters of the County and aggravated by the dilution of 
therapeutic effect secondary to categorical funding restraints, the 
County with the PA Department of Public Welfare successfully 
competed for a Robert Wood Johnson Foundation Grant to reorganise 
the County's service system and the funding mechanisms to support 
it. 

You have heard from prior testimony of the incidence and 
prevalence of serious emotional disturbance in children and youth. 
Delaware County did an actual head count of all children known to 
the public drug and alcohol, mental health, mental retardation, 
educational and child welfare d^ystems. We can name 2i200 
individual children with mental health problems sufficient to 
require placement away from their families. We're not talKing 
about struggles with discipline or problems performing up to 
capability in school, we're talKing about suicidal ideation, severe 
depression, psychoses and extremely serious behavior disorders. 

The service system problems to be solved were two- fold. 
First, a verv < .all number of children were getting the majority of 
available public money* Secondly, most of the available public 
money was going for inpatient or institutional type services at 
high unit rate costs. Our analysis concluded that with: 1) 
comprehensive cross system diagnoses of children and families; 2) 
expenditure of funds for integrated (non-categorical) service 
planning and delivery; 3) expenditure of funds on community based 
(as cpposGd to inpatient) services such as case management family 
support services, and socialization, vocational training 
opportunities, student assistance in school and therapeutic foster 
care, partial day programming and 4) improved utilization of all 
currently available County, state and Federal funas, we could 
effectively support the majority of needy families as they cared 
for their troubled children. 
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We could help the fai&ilies reduce stress and strife, get 
appropriate educational help, carry out treatment plans and secure 
medication and therapy where appropriate with families in charge 
and the service system there to support and a:3sist not to replace 
families, the vast majority of kids could remain at home. 

Two points remain to be made: 

First, Delaware County has been able to proceed because it 
received grant money to establish a second parallel system of care. 
We had to sustain the facility based care system until the family 
based system was established. Without the money to "prime the 
pump'*, a new system change from the old facility based care system 
could only be minimal and incremental. An analogy with medical 
systems seems apt. if all that is available are hospital emergency 
rooms then medical problems of whatever size and severity will ba 
seen by the emergency team instead of the local general practioner, 
school nurse or whatever. 

secondly* sigtixf icant additional support for this system of 
care would be possible if the private insurance system, including 
managed care systems* could be encouraged to see the worth of 
participating in reimbursing non traditional fumily based types of 
care instead of the more prevalent practice of reimbursing only for 
inpatient hospitalization and outpatient viists to physicians and 
psychiatrists. We believe that sufficient information and 
experience is being built to help the private insurance system move 
in this direction, without a partnership of the public and private 
system the families with private insurance pay but have fewer 
therapeutic options available for services that might uake a 
critical difference in the early stages of the child's disturbance. 

We commend the Cc..--ittee for their ::oncern and interest in 
in^proving the service system for these troubled children and their 
families and stand ready to support and facilitate deliberations in 
any way possible. 
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Chairwoman Schroeder. Dr. Attkisson, please, you are next, and 
if you can grab the mike so we can hear, thank you and welcome. 

STATEMENT OF CLIFFORD ATTKISSON, I H.D., PROFESSOR OF 
MEDICAL PSYCHOLOGY, DEPARTMENT OF PSYCHIATRY; AND 
ASSOCIATE DEAN OF GRADUATE DIVISION. UNIVERSITY OF 
CALIFORNIA, SAN FRANCISCO, CA 

Dr. Attkisson. Thank you very much. 

I am here from* the University of California where I direct the 
Child Services Research Group. This is an organization that is 
funded by the University and by project grants from the National 
Institute of Mental Health, by a state research contract from the 
State Department of Mental Health in California, and indirectly 
through the Robert Wood Johnson Foundation, with the Family 
Mosaic Proiect, which is one of the projects funded by RWJ to the 
State of California and the City of San Francisco. 

Two years ago I began work evaluating the efRcacy and the cost 
efficiency of the Assembly Bill 377, which was California legislation 
designed to implement the Ventura planning model in three other 
California counties. 

The Ventura planning model is a model of integrated mental 
health services, coordinating with education, social services and the 
child juvenile justice programs in the various counties. 

After a successful demonstration in Ventura County, which I did 
not participate in as an evaluator, but have reviewed, this Califor- 
nia legislation implemented the model system of care in three 
other California counties, in San Mateo, Santa Cruz and in River- 
side Counties. 

We now refer to the model system of care not as the Ventura 
model, but as the California model system of care, in which a series 
of planning steps are followed to create service plans and case 
management procedures for individual youth. Administrative struc- 
tures are also created to allow coordination and monitoring of serv- 
ices to severelv emotionally disturbed children, and I want to em- 
phasize that these model 8:'stems of care place a strong focus on 
the reduction of reliance on restrictive levels of care, that is, hospi- 
tal-based care, such as state hospitals or locked mental health fa- 
cilities or highly restrictive residential care facilities. 

The model system of care also places great emphasis on main- 
taining children and youth in their homes, if possible, or in en- 
riched, therapeutically informed residential foster care placements, 
and emphasizes the reduction of use of group home care in the 
state. 

Our job at the University of California is to look at the efficacy 
of these efforts in the three counties, cud our work in San Francis- 
co will also involve the evaluation and monitoring of the Family 
Mosaic Project, which I think will be a quite innovative application 
of the Ventura principles within the context initially of a capitated 
funding system. 

In my prepared written statement, I have spelled out in some 
detail the basic goals of the evaluation of AB 377 and have linked 
the evaluation of AB 377 in California to our federal grant, and I 
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will not reiterate the details of that, but will focus on a few of the 
flndings that are now currently available. 

Our work is a five-year project, and we are now in midstream of 
the second year, and so the results that I have to tell you about are 
preliminary and focus mostly on the dollar cost savings and the re- 
duction of use of intensive or restrictive levels of care. 

We are interested also in the degree to which these programs 
reduce arrest or re-arrest of children who are involved in the juve- 
nile lustice system, and we are interested in our evaluation in 
whether or not the educational peiibrmance of the target popula- 
tion of the youth is maintained or enhanced. 

I would like to emphasise one of our initial megor {indings» and 
that is that the model systems of care are tremendously reducing 
the use of group home services in California. More dollars were 
spent on group home placements than any other out-of-home place- 
ment in California. In 1988-89» for example^ $347 million were 
spent on group home placements. 

We estimate $500 million in the current fiscal year will be spent 
on group home placement. This amounts to almost half of the $728 
million spent in out-of-home placements in California during '88- 
'89. Group homes in California during that period served 11,100 
youth. 

Now, this number represented 22 percent of the AFDC foster 
care population, and those 11,000 expended 68 percent of the funds 
budgeted for AFDC foster care services, and as I have mentioned, 
these group home services ai'e increasing in cost at a dramatic rate 
in contrast, for example, to the state hospital program for children, 
which costs $29 million. 

The average annual group home cost per child in California 
during this period, '88 to '89, was $31,000 per child. This is con- 
trasted with $106,200 per child year in the state psychiatric hospi- 
tal. 

I am emphasizing that both costs are very high, and that as a 
proportion of out-of^home placement, hoapitai costs are not as exag- 
gerated in terms of the total as are group home costs, but that both 
represent an enormous expenditure of public monies. 

The model systems of care were designed to reduce the reliance 
on state hospital and group home costs, and I would like to turn 
your attention to the findings that we have reported in our written 
testimony. I will mention one specific finding in my oral presenta- 
tion. 

In one of the figures in our testimony, we indicate that the com- 
bined expenditures— these are per capita, inflation adjusted 
amounts — combined expenditures per child in the total population 
of these coxmties was $2.78 per capita* inflation adjusted, and that 
this was lower than the combined expenditures per population for 
the total State of California, which was $3.66 per child in the total 
population. 

Let me make some sense of these per capita costs for you. For 
the two years running from February 1989 to January 1991, the 
State of California might have saved a total of $171 million in 
group home costs if the state had followed the trend of AB 377 
counties instead of the existing trend in the state. 
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Furthennore, the savings have, in general, been increasing from 
month to month over the past two years. A study of these cost fac- 
tors is supplemented bv the evidence that these integrated service 
programs nave been able to reduce the use of group homes and 
state hospital care by the institution of enriched or therapeutic 
foster care and the effective interventions with families when fami- 
lies are available. 

Because our time is limited, I would like to emphasize one addi- 
tional point and then summarize some recommendations for you. 
We have found that children who are at risk for out-of-home place- 
ment tend to come from ethnic minority backgrounds, to be non- 
English speaking or to have a language other than English as the 
primary language in their home, to experience early separation 
from their parents, to have experienced physical abuse, as well as 
sexual abuse, and neglect, and to have lower school and language 
achievement scores. 

They tend to suffer from personality disorders or pervasive devel- 
opment disorders. I want to underscore the prevalence of physice! 
and sexual abuse and neglect among the subject population. A com- 
bination of any of these three accounted for something like 67 per- 
cent of our total population studied to date. 

This is a major, major issue and one of the primary cauaa) fac- 
tors, we think, in long-term emotional disorder among the children 
who are at greatest risk. We feel that the programs to date have 
been effective in reducing out* of-home placement, in controlling 
costs, and in providmg for more stable residential care at a lower 
cost than the alternative traditional models. 

We feel that because of the diversity in geography, population, 
urban and rural, that the California counties perhaps represent a 
microcosm of what is present in the nation. 

We feel that our fmdings are generalizable, bv.t it is increasingly 
important to note that we have lots and lots of vertical plumbing 
with dollars flowing from the federal to the state to the local com- 
munities, but we have very, very poor horizontal plumbing. The in- 
tegration among our service system agencies is poor. This is true in 
Califomia as in other places in the nation, as has been reported. 

We need to have incentives to produce greater collaboration, co- 
operation and blended fUnding across the component agencies. 

I would like to conclude by recommending to the committee con- 
sideration of factors which I think will enhance the capacity of the 
federal government to assist in the plannin^f for improved care for 
children, such as the ones that we are studying. 

I would point to the fact that the Head Start Program has been 
successful not only because it's a good program, but because it was 
well documented. There were research data available on an ongo- 
ing basis that demonstrated the strengths and weaknesses, the cor- 
rectable problems with that program. 

One of the greatest needs that we have in for training support for 
the next generation of investigatoni. We need child services re- 
search centers which will allow for the intensive programmatic col- 
lection of data and the reporting of those data to policy, planning 
and academic audiences. We need state, local and federal demon- 
stration projects of msgor magnitude in order to be able to demon- 
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SERVICE SYSTEMS FOR YOUTII WITH SEVERE EMOTIONAL 

DISORDERS) Smm OF CARE RESEARCH IN CAUFORNU 

CUCTord Atikiuon. JUryn Oretier. tnd Abram Roaenblalt 

Child Services Research Group 
Institute for Meotal Health Services Research 

■rKl 

Department of Psychiatry 
University of California, San Francisco 

The Child Services Research Group of the Institute for Mental Health Services Research 
conductt services research on systems of care for children and adolescenu with severe enx>tiooal 
disorders. The Institute for Mental Health Services Research is funded, in part, by a Center Grant 
from the Division of Applied and Services Research of the National Institute for Mental Heahh. 

Three child servic ss research projecu have been developed and funded during the past three 
years. These projects are now all operational and, viewed together, form a nucleus of complementary 
investigations. The three current projects constitute a muhi*faceted study of the implementation of 
the California Model System of Care in three California counties. The model care system was derived 
from pioneering programmatic efforts in Ventura County. California and is designed to integrate four 
sectors of care that are critical to youth suffering from severe emotional disorders: menul health care, 
social services, educational programs, and juvenile justice programs (Feltman Essex, 1989; Jordan 
Hernandez, 1990; Ventura County Children's McnUl Health Services Demonstration Project, 
1988). Following initial demonstrations in Ventura County, alternatives to fragmented, discontinuous, 
and uncoordinated care for children with the most severe emotional disturbances are being cr atci 
and implemented in four other California counties. Legislation enabling and financing the expansion 
of the California Model System of Care (California Assembly Bill 377) stipulated that: (a) public 
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sector retourcet be eipended on behalf of youth with the moit levere dborden who tre at rok of 
out-of-home placement (estimated to be approximately 1% of the child population in the 
demonstration counties); and. (b) that services be Jitefraied across component agencies through 
continuous case management. 

In the California Model System of Care, a series of planning steps are followed to create 
service plans and case management procedures for individuals within the system of care. 
Administrative structures are also created io allow coordination and monitoring of services provided 
to severely emotionally disturbed children and youth in the target populalion. U\ the moucl care 
system, an emphasis is placed on tiaduciion of reliance on ratrktive levels of care, prevention of out- 
of-home placement especially to state psychiatric hospiub and group homes, maintenance of 
progressive educational achievement, and reduction of recidivism in the juvenile justice system. Cost 
containment and cost avoidances are also primary goals of the integrated approach to delivery of 
services to this mostMn-need population. 

In the succeeding sections of this report, we present currently available findings from throe 
studies that were designed to evaluate and understand the effects of the California Model System of 
Care. For each investigation, we present the study design, services research methods, and measures 
employed in the data collection effort. When available, empirical Gndings are presented from the 
initial phase of each investigation. 

CURRENT STATUS OF THE RESEARCH 

THE CALIFORNIA AB377 EVALUATION PROJECT 

I. Ovenfiew, The AB377 Evaluation Project is a multi>year. collaborative mental health 
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services reievch effort between the Univemty of CiUfomia. San Franeiico, the Inititute for Mental 
Health Seivicea Rcaearch* and the California State Department of Mental Health (DMH). It k 
funded by a California DMH contract, was initiated in October of 1989, and is now oompleiing iu 
second year of operation. It is anticipated that this will be a five year study and the California AB377 
Evaluation Pro)ea is best conceived as evaluation research desifoed to document and assess the 
effortt in California to disseminate, implement, and enhance a i intefrated system of care for children 
and adolescenu having severe emotional disorders. The core focus of the research is the evaluation 
of the California model system of integrated care for seriously and persistently emotionally disturbed 
children and adolescenu ^ the model care system goals pioneered ^ the Ventura County Mental 
Health Services (Jordan & Hernandez. 1990). 

This California model system of care was designed and iu methods initially assessed in 
Ventura County, California during the mid-19G0ii. Subsequently, the model has been disseminated to 
three additional California counties (San Mateo. Santa Cruz, and Riverside) by enabling legislation 
(Assembly Bill 377). The AB377 legislation included an evaluation component and these state funds 
support this aspect of our research program. The research team is led by Dr. Qifford Attkisson, 
serving as principal investigator with Dr. Abram Rosenblatt serving as Associate Projca Director. 
Other investigators invoNed in this study are Drs. Teh-wei Hu, Lonnie Snowden, and Karyn Dresser. 
UCSF Posidoctoral investigaton include Drs. Gary Blair and Patricia Grfoble. At the California Sute 
Department of Mental Health, leadership and project management is provided by Dr. Beuy Burke, 
Thelma Ellison, and Gary Matthies. 

The ksng term, central goal of the AB377 Evaluatbn Project b to study the implemenution 
of the California Model System of Care within these new environroenu to determine 'U coau and 




ERIC 



100 

eOectivenctt. A leoood key, tong ranfe goal ii to demowtnte a model for a tute-wide integrated 
dau lyitem documenting servioet to children and adoleioenla. Immediate ptT>}ect goak include: 
awistlng the California DMH in the establishment of perfomance criteria; aiaiiting the counties in 
their data collection eCTorts; monitoring program performance through analysis of dau related to the 
performance criteria; and collecting and integrating dau from multiple state and county sources. Ail 
dau collected and analyzed in this effort are in the form of secondary data provided by the counties 
and several sute agencies. Although indhMual level client dau aie included in these dau sets, no 
indhodual dau are directly collected by the services research team from service ooniumen, providen, 
or service programs. The available daU kU contain eitoellent coat and service utilization variables but 
include only the most basic individual outcome daU. 

1 7^ Caiifomia AB377 Denumstmtion Counties, Three counties were awardci Sute 
Department of MenUl Health contracu and were etubled by AB377 to implement the Ventura 
model system of care strategy. The three counties, Riverside, San Mateo and Sanu Cruz, were 
selected on the basis of a competitive application process by the Sute Department of Menul Health. 
Each of the three counties are subsuntially different in size and composition. 

Riverside is the htf^cAi of the three counties (population 1,170,413, under 18 population 
333,261) and is the fastest growing county in the Sute of California. The county is huge in size and 
extends from eastern Los Angeks to the Califomii/Arizona border. The county has spanely 
populated desert areas as well as more densely populated areas such as the city of Riverside v^hich 
contains a campus of the University of Calilomia. Rivenide has a subsuntial Hispanic population 
(26.7% toul, 35.7% under age 18) as well as a significant Black population (5% toul, 6% under age 
18). 
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Santa Cms County ii the tmalktt of the three oountio (population 229,754* under 18 
population 54.704) and hu experienced only moderate increase* in population. The county it 
relatively small in area (in California terms) and cartends along the coast and slifhtly inland just south 
of the San Francisco Bay area. The county is motUy rural, with the highest population in the city of 
Sanu Cruz, which is a popular vacation destination and also contains a campus of the Univertity of 
California. The county has a lubsuntial Hispanic population (20% toul, 3i% under 18)« many of 
whom work in the farming communities in the southern portion of the oourty. Santa Cruz stiffered 
the most octensKe damage of any California county following the highly publicized Loma PneU 
earthquake of 1989. 

San Mateo County is directly north of SanU Cruz county and extends ak>ng the western end 
of the San Francisco Bay until it joins the Qty and County of San Francisco. It falls in between the 
two other counties, both in terms of iu population (649*623. with 142,486 under age 18) and iu 
suburban character. The county does not have a dominant populatton center, but does contain the 
communities of Palo AJto (home of Stanford University) and the city of San Mateo. The county has 
subsuntial Asian (16l2%, 19.6% under 18), Hispanic (17.7%, 253% under 18) and Black (5.2%, 6.5% 
under 18) populations. 

3. Goab of the Evaluation of AB377, The AB377 Evaluation Project follows the 
legislative mandate to collect data regarding four important system of care performance criteria: (a) 
to ensure that the Urget population is being served as intended (b) to reduce reliance on restrictive 
leveb of care, especially reliance on sute hospital and group home admissions, (c^ to reduce the 
likelihood of re-arresu for youth in the target population who are involved in the juvenile justice 
system, and (d) to improve the educational performance of urget population youth in school settings. 
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Data collection cCfortt in the California ABJT? Evaltution Project began in October of 1989, under 
contract with the California State Department of Menul Health. The evaluation project it a 
longitudinal itudy that is expected to go forward for five years. Data are now available for selected 
variable* related to the AB377 performance criteria. For other variables of interest, data will not be 
available for another six months due to the longitudinal nature of the study and the fact that 
educational achievement scores, tecidivism rates, and state hospiul use rates must, by their nature, 
be collected and analyzed at the end of the investigation's major dau collection cycle. 

In the following pages we present a synopsis of key findings that are currently ready for 
dissemination. 

4. AB377 Evaluation Project Findinp to Date. 

{A^ Characterisiict of Youth Served. Data are being collected to determine if 
the AB377 Counties are serving the designated target population of youth with severe emotional 
disordere who are either in oui-of-home placement or judged to be at risk for out-of*home piacement 
In prior research, risk for out-of-home placement has also been associated with several other factors, 
including especially, (a) ethnic minority status, (b) history of abuse and neglect, (c) having a primary 
language other than English, and (d) having a cilnical diagnosis of afleclive disorder, conduct disorder, 
or attention deficit disorder (Comsweet, Rosenblatt, Harris St Attkisson, 1991). In the AB377 
Evaluation Project, we are collecting dau on the clinical diagnosis and ethnicity of youth served by 
the AB377 programs. Data on language spoken and history of abuse and neglect will be collected in 
our other projects to supplement what can be collected with available State funds. Data are currently 
available for two of the three counties with a third county still in the process of reporting the results. 
In SanU Cruz county, 72% of the youth served are white, compared to 74% of the county's 
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tottl undtfr age 18 popultUoo. Another 17% of ibe youth served tre Hiiparxic comptred to 17% of 
the uikkr age 18 population. An additional 3% of the youth leived are Black« matching the 3% of 
the total under age 18 population that ii Black. In thort« the ethnic breakdowni of the ynuth served 
in Sanu CYuz are almost identical to the ethnic breakdowns of the general population under 18. 

In San Mateo county, the youth served by the AB377 programs are leas represcnuttve of the 
total population. The proportion of whites served by the programs and of whites under 18 to the 
county are roughly equivalent (45% for the youth served, 48% for the under 18 population). 
However. Blacks are over-represented in the urget population, representing 18% of those being 
served but only 6% of the population under 18. Asians, on the other hand, arc under*represented 
in the target population, representing only 4% of the target population but 20% of the population 
under 18. Finally, Hispanics are siigitly under-represented in the target population (18% for the 
youth served, 25% for the under 18 population). 

Therefore, both Santa Crui and San Mateo seem to be serving fair representations of their 
overall population. In SanU Cruz, the service population mirrors the population as a whole. This is 
probably because the population is mostly Hispanic and White, two groups which are usually receive 
mental health services in proportion lo their numbers in the general population. In San Mateo, the 
service population is characterized by an under representation of Asians and an over-represenution 
of Blacks. This trend is commonly found in studies of mental health utilization. No dau were 
available for Riverside county regarding the ethnicity of their urget population at this time. 

The clinical diagnoses upon admission to the systems of care for Santa Cruz and San Mateo 
counties were similar between the two counties. Disruptive behuvior disorders were the moat 
prevalent diagnoses in both counties (34% of the youth served in San Mateo aud 59% of the youth 
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served in SinU Cim). The second mott prevtlenl diagnotei in both oountiet were the aood 
diiordeis (22% in Sin Mateo, 28% in Santa Cruz). Anxiety diiordcn wore the third most prevalent 
group in both counties (5% in San Mateo, 10% in SanU Cruz). Therefore, tbe ratca and proportions 
of the diagnoses given to youth by clinicians upon admission to the systems of care are fairly similar 
for these two counties and matt h what would be expected given prior research. Again, diagnoses were 
not available for Rivei«ide County. 



Group Homes, The analysts of group home expenditures has been the most central task of 
the evaluation to date. There are two primary reasons for this focus: (a) the alarming rise of cosu 
associated with group home placemenu of youth in California; and (b) the focus of the Ventura 
Demonstration and the AB377 counties on reducing group home placemenu and cosu as a central 
element of the newly organized systems of care. 

A recent publication summarizes the imporunce of group home placemenu and cosu in the 
Strte of California (Ten Reasons to invest in the Families of California, 1990). The following 
important poinU are gleaned from this recent publication. Fint, in fucal year 1968^. more doUan 
were spent on group home placemenu than any other out«of*home placement option ($347 million). 
The&e funds an ounted to almost half of the $728 million spent on out-of*home placemenu in 
California. In 1989, group homes in California served a population of over 11*100 youth and this 
number represented 22% of tbe AFDC*foster care population. These 11,100 expended 63% of the 
funds budgeted for AFDC>foster care services. Furthermore, group home cosu are rising at an 
alarming rate when viewed at the sute-wide aggregate cost level. As a comparisoti, the total cost of 
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piftdog youth in Cilifomla Sute Hoipitab was $29 million in fiictl year \9»89, ku than 10% of 
the toul amount ffipnKir<1 on group honea. In fact, group home placement ii lecond only to tute 
hoapiul admivkm ai the moit costly altenutive «^ children are placed out^>f-home. The average 
annual group home coit per child ia $31,100 compared with $10^200 per child per year in the aute 
ptychiatrk hoipitoL 

Group home facilities themieNes vary tremendously, from those relatively small in siae (4*10 
heds) to over 100 bed structures that physically resemble psychiatric hospitals. The facilities are 
defined by the department of social services as 'a nonsecure, privately operated residential home of 
any capacity, including a private child care institution, that provides services in a group setting to 
children in need of care and supervision, and %^ich is licensed as a cooununity care facility by the 
department". Through fiscal year 1990. group homes were clauified according to four models: 

(1) Famify\ These homes are primarily designed to provide socialization for children who do 
not display age-appropnate social and relationship skills. Little or no psychiatric and psychological 
services are provided. 

(2) Psychiatric: These group homes are prim«nly designed to treat children with diagnosed 
psychiatric problems. Full time staff provide direct psychiatric services to all children in the facility. 

(3) Fsychoiogical: These arc intended to treat underlying emotional and psychological 
problems of children ar J ^^milies and to address behavioral issues. Part-time staff provide direct 
psychological services to all children. 

(4) Social: Tb^ are meant to treat children exhibiting social behavioral problems who do 
not evidence marked emotional problems. Part time sufF provide direct psychok>gical services to some 
children. 
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Surpritiogly little Is known about the youth who reikte in these homes. 71»e vast majority 
(tppnndmately 70%) of youth are placed because of paremal neglect, incapacity or absence. The 
remainder are placed because of sexual or physicai abuse. The underlying reasons for these 
placeroenU are not known and we do not know» in the scientific meaning of "know*, what proportion 
of youth have diagnoable psychok)gical or psychiatric disorders. However, in 1967» 70% of the 
children placed in group homes resided in either the "psychiatric" or the "psychok>gical" homes wtiich 
are designed to provide some type of roenul health services. Furthermore, "psychiatric" and 
*psychok>gicar types of homes constituted 89% of the newly Ikensed programs in 1967. FInallyi it was 
estimated that ottfy 10% of all children in group homes receive services from UksI depanmenU of 
mental "^^vUh. In essence, the group home program in California represents a de fKto menul health 
system, outside of the formal mental health apparatus, for youth who primarily suffer from parenul 
absence^ abuse and/or neglect 



encompasses the combination of all four types of group homes funded within the sute. The data we 
have analyzed represenu funds expended through the Aid for Families and Dependent Children* 
Foster Care (AFDC*FC) program and the dau are provided by the California Department of Social 
Services. The amounu currently available for analysts reflect only these expenditures and therefore 
are not inclusive of total group home costs. We estimate* however, that approximately 90% of public 
expenditures for group home piacemenu are now captured by our analyses. The Urges: proportion 
of non<apturcd costs resides in expenditure contributions made through the mental health sector 
where we now know that approximately 7% of the chiklren in group homes receive supplemental 
funding through a mental heahh *patch". 



Group Home Expeftdimres. The cost data we have collected 
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The AFDC-FC coiu for the AB377 coimtiu were analyzed by comparinf them to the 
aggregate AFDCFC coiu for the State of California. The use of Caiifomia ai a comparison provides 
a baaeltoe agaimt which to judge progress of the AB377 counties in achieving programmatic and cott- 
saving goals. In order to compare counties with each other and with the Sute. the county cosu and 
the state cotu are adjusted for the number of youth residing in the appropriate geographic areas. 
Therefore, the comparison dau are expressed as per capita amounts. The per capita cotu were 
calculated by dividing the group home cosu in each county by the number of youth in each county 
(defined as persons under 18 yean of age). The same calculation was performed for the State of 
Caiifomia as a whole, by dividing the total costs for California by the number of youth in the sute. 
When these comparisons are made, the AB^71 counties, uken together, have lower per capiu 
expenditures and a lower rate of increase in per capita cost over time than the state aggregate per 
capita costs. Figure l.O illustrates these trends in inflation adjusted dollars. Figure 1.0 indicates that 
the combined expenditures per population of all the AB377 counties (cunenily at $2.78) is lower than 
the combined expenditures per population for the total State of Caiifomia (cunently at $3.66). As 
Figure l.O displays, the group home expenditures for the AB377 Counties and the Sute were roughly 
the same until the middle of 1986. This is approximately one year after the Ventura demonstration 
project began. There is 5ubsunt*al external evidence to demonstrate that the AB377 counties had 
already begun to implement the system of care modeled in Ventura county by the middle of 1986 (sec 
also Figures 1.1. 12. and 13 for data at the individual county levels). 



AB377 counties and the State of Caiifomia can be converted to overall dollar differences by 
multiplying by the population in the sute. This calculation shows the amount of money the sUte 



Estimated Cast Savings. The pcr-capiu dollar differences between the 
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wyM hive HVCd if tbe lUte were tble to ipend per-capiu AmounU tt tbe per<c«piu nte 
demomtrated by tbe AB377 atudy counties. We decided to begin cott-Mvinf calculation m of 
Fiebniafy, 1969, linoe thia it tbe date when the contracts praviding funding for the iyitemt of care 
begaxt Hiii data provides a fair and conservative starting point, though clearly esqpcadituie savmg^ 
ooukl have occurred before this date. 

For the two yean running from February, 1969 to Januafy, 1991, the Sute of California might 
have s j a total (in actual, non-innation adjusted dollars) of $171,132,063 in group )^ia*ne costs if 
the State of California had followed the trend of the AB377 counties instead of the existing tretid 
in the state. Furthermore^ the uvings have, in general, been increasing from month to month over 
the past two years. 

These estimated cost-saving totals do not calculate the cosu that go intc providing alternative 
forms of care for the youth. However, given that group home placemenu are second only to 
hospitalizations in cosu per placer lent, it is lensible to auume that other forms of care provided to 
the youth would not completely ofbct these uvings. Nonetheless, this issue will require further 
investigation. Finally* since the Ggurcs we present &rt per capiu srKl inflation adjusted, these resuiu 
do not seem to be due to changes in popuiatiop or the value of oKniey. 



impact of the systems of care on AB377 target population outh who h^ve conUct with <he Juvenile 
Justice system* the rate of re-arresu for these youth is bein£ measured as is the seventy of the crime 
in the instance of a re arrest These variables are being monitored fur the year preceding 
incarceration snd the year following incarceration for each individual. Titoc data muse be originally 
collected by the counties (e.g. it does not reside in existing; information system?). At this time, only 



(c) Impaa on Jm^tmle Justia Recidivism and He-arrests. To assess the 
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one county, StnU Oks^ hu made rMimt dau avaiUUe. The oiber two Uujer countki are ttill 
workinf on ooUecting the required infbrmatkxL Tbe SanU Crusdata are in raw fora and bate ratei 
for re^arreatt in the county muit be determined before tbe available dau can be interpreted. 



attendance and school achievement test tcorea are being collected to asaen tbe impact of the lyitem 
of care on the ichool performance of youth in the tarfet population who are being served in ichool- 
baied prograott. Again, thii involvei original daU collectioo on the part of Uie counties lo that to 
date, preliminary dau are only available for SanU Crua. Analytii of dau torn ail countki will be 
undertaken over the summer months of 1991 after the end of the current school year. 

CUNlCAt. EPIDEMIOLOG Y IN THREE SYSTEMS OF CARE FOR YOUTH 

1. Omview, Once the AB377 Evaluation Project contract with California DMH was 
implemented, we sought National Institute of Mental Health support (or a kmgitudinal study of 
clinical incidence and prevalence of mental disorder, service utilization, and oost-outcomes within two 
of the AB377 counties and a control county. This research grant applicatkm was submitted April 10, 
1989, aiKl a notice of award was subsequently approved with funding beginning October 1969. The 
reseaich project, 'Clinical Epidemiology in Three Systems of Care for Youth«' (funded by the NIMH 
Division of Applied and Services Research) includes individual level daU collection on diagnosis, 
clinical sutus and outcome, utilization of services, and cost of care. The research tetm is led by Dr 
Gifford Attldsson, serving as principal investigator with Dr. Karyn Dresser serving as Co-Investigator 
and Associate Project !>;-ector and Dr. Abram Rosenblatt as Co*investigator. Other invatigaton 
involved in this study are Drs. John Jemerin. Teh>wei Hu, Emily Harris, Luz*Maty Harris, and Lonnie 



(d) Impact m School Attmdanee and ^cAimmait Dau on school 
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Snowden. UCSF Poiutocioril inmii|tton iodude Dn. Oary Bitir tod Pttricta Odbble. 



our senico reietrch team focuied on at*riftk youth who have multiple reaktential placements over 
time coupled with a hifh rate of use of restrictive levels of mental health care. Fmdinp from these 
studies of San Ftucisco children and adolescentt indicate that 'multiple placement' youth (those 
having high rates of out-of-home placements and changes in residential location) were found to come 
&om ethnic minority hackgrounds, to be non-English speaking, to be male, to have experienced early 
separation &om their parents, to have experienced physical abuse as well as sexual abuse and neglect, 
to have lower language achievement scores and to have been given a clinical diagnosis of personality 
disorder or pervas^e developmental disorder (Cormweet, Rosenblatt, Harris, A Attkision, 1991). 
Similar results were found when predicting number of inpatient admissions except that clinical 
diagnoses tended to be more severe, including most frequently psychotic disorders and major aflectlve 
disorders. When inpatient psychiatric admissions are excluded from the number of total placement 
changes, several variables assumed special prominence in predicting a high rate of out-of*home 
placement; the presence of physical abuse, clinical diagnosis of affective disorders, early separation 
from a caretaker, a high overall symptom count, and male gender sutus. 

Of the 192 children and adolescentt in the Corasweet et al, (1991) study of San Francisco 
youth served in restrictive or very intensive levels of mental health care, a large portion of the sample 
had suffered some type of physical abuse or neglect 'In some cases instances of abuse and neglect 
overlapped; however two*thirds (67%) of the youth had "definitely' or "pouibly' experienced some 
type of abuse or neglect Physical abuse was most frequent (definite in 31% of the cases, possible in 
an additional 17%). follcwed by neglect (26% definite, and 17% possible) and sexual abuse (17% 



Z PnUmbttuy Research FUidingi. Preliminary investigations conducted by members of 
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definite. 16% ponible) * ' The incidence of physical tbme tod of oegiect %vere equtUy high amonf 
nialei and feroakt. Sesnial abuie, hcywever. wm more prevalent among femalei than males, with 33% 
of females in the umple 'defmitcly* and an additional 26% 'poaibly" sufrering sexual abuse, yenm 
10% and 12%, respecthrely, of the males. However, incidence of senial abuse is believed to be 
generally under-reported for male youth and therefore the observed clinical prevalence among males 
in the Comsweet et al. siudy may be an under-estimatioo of true prevalence.* 

These preliminary Gndingi, based on dau abstracted from service program records and data 
bases, lead to the development of a prospective design that allows control of a number of additioual 
variables and more precise measurement of variables of interest Spedficalfy, we included: multiple 
sites; a represenUtlve sample of youth from all secton of the total system of Krvices; research 
diagnostic interviews; and a more reliable assessment of socioeoooomic status, social functtooing, 
history of abuse and neglect, and more rigorous assessment of service use history across the spectrum 
of services. The enhanced design features were incorporated within the NIMH federal grant propoul 
that was funded. 

3. Fedml Gram Research Goals and Oesiffu The NIMH-funded research project 
encompasses a comparative study of three county systems of mental health and related services for 
severely emotionally disturDed youth and their families. It is inspired by our preliminary investigations 
and a number of trends in California and the nation which make crucial the need for systematic 
epidemiologic research. The cotu of mental health care for youth have increased progreuively and 
services for youth must now compete with vexing, refractory problems in menul heakh service 
delivery to the adult population (Dougherty, Sajtc, Cross, A Sihcrman, 1987; Inouye, 1988; National 
Advisory Mental Health Council, 1990; Saxe, Cross, A SiNerman, 1968; Tuma, 1969). In the menUl 
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health lector, the use of acute and long term hotpitalizatioa and raidemial placements hat great^ 
increased over the past decade. The social welfare system has placed more children and adolescentt 
in shelten, foster care, and apecially in costly group homes. The juvenile justice system is deuining 
and incarcerating more youth. There is growing concern that this pattern treating children and 
adolo^nu in coat^» restrictfve environments may be clinically inappropriate and GscaUy 
insupporuble. Little is known about the diagnostic profiles of these youth or the range of human 
service needs they experience (Brandenburg, Friedman* & Sihwr* 1990; National Advisory Menul 
Health CouiKil, 1990). Our NIMH*funded research project aims to addreu these important 
information needs. 

The study population of interest conttiju children rtud adolescents (age six through twenty* 
two) with roenul disorders who have been oi vill be identified by the counties' service systems as 
being currently in an out-cf*home placement or at-risk of being placed out-of-home. The at-risk 
criteria defme eligibility of youth for a system of care built upon the prindplcs of interagency 
coordination, case management, cultural sensitivity and competence, and least restrictive placement 
The children and youth in our sample are those who are currently receiving services in the model 
care systems (or the control system) or who have been identified as eligible for entry into the systems 
of care. 

San Mateo, Santa Cruz, and San Francisco Counties are the three counties participating in 
this aspect of our research. San Mateo and Santa Cruz are Afi377 demonstration counties and arc 
in the early implemenution phase of their new system of care. San Fr.^ncisco County serves in the 
study as the conirol county without a model care system in place at the inception of the study. These 
differing starting points and the steps along the way in the development of the model systems of care 
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will be lubject to deicripUve analysk. San Fnuictioo h» oow pUnoed a luxlel lyttem of care but iti 
tmplemenutkm will lag tbe other two oountiea in our NIMH-fiimled ptoj^a by at leait two yean; 
thereby allowinf San FranciKO to aerve a» a oontrol county for the Gnt phaK of the reiearcb. Plau 
for a tyitem of care in San Francisco wiU be deicnbed in the next major lection of thii report 

The central taak of the research will be the collection of dau 6om two random lampkt of 
children and youth within each county lyitem: (a) prevalence mnplea - meaturinf the rates and 
distributions of disoiden among eligible youth thioui^bout the leivioe systems; and, (b) Inrthnw 
IfllQOJfia - measuring the rate of identification of new caiea. those newly identified to be at risk. 
Portions of both of these Mmpfea will be re-interviewed for oomptete further clinical assessment 
during a foUow-up sampling phase and all the youth will be triced on utilization and cost variables 
over time. The two types of sampling, incidence and prevalence, will allow an assessment of the 
distributions of disorders among those who are newly at risk of out-of-home placement or exposure 
to reutricttve levels of care (incidence of new cases during a fixed time frame) and those who are 
known (o be at risk at a fbced point in time (prevalence). The planned folkiwup of the incidence and 
prevalence samples (along with a new incidence sample after two years) will alkiw a sensitive 
assessment of the effects of system change on the youth being served. Additionally, small samples 
&oro a broader net (the 'discovery poinu' in the community where signs of serious emotional 
disturbance often first becomes evident) will be screened. Each prevalence and incidence 
measurement period will last approximately six months, and it is anticipated the project will take five 
years to completion. 

In conducting the study, the latest version of the DSMin*R based Diagnostic Interview 
Schedule for Chikiren (DISC) will constitute the clinical diagnostic interview for youth aged U 
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thioulh 17 (Cotttllo, Edelbrock Dutcan, A iUlas, 1984; GotteUo, Edelbrok, A CoiteUo, K 4; 
Edelbrok & Coitello, 1968; Guttenntn, 03rien, & Youag, 1987). An tUemate clinical interview, the 
K-SADS will he used for children under age 1 1 ( Andenon, WUliami, McOec, & Silva, 1967; Cohen, 
O'Conner, Lewit^ Velez, 4 Malachowsid, 1987; Coatello» 1989; Guttennan et at, 1987). Behavior and 
lymptom dau will be collected using the Child Behavior Checklist, the Teacher's Report Form and 
the Youth Self Report, (Achenbach & Edelbrock, 1983; Achenbach A Edelbrock. 1966; Achenbach, 
Edelbrock, & Howell 1987; Achenbach, McConaughy, St Howell, 1987), as well as additional 
background information about the child and their family. These clinical and functioning dau will be 
related to individual global functioning data (Green, Nguyen, 4 Attkisson, 1979; Shaffer, Gouki, 
Brasic et aL« 1983), service system and administrative diagnoses, utilization dau, and cost of services 
data. The initial wave of dau are now being collected on the prevalence and incidence samples in 
the three counties. The screening samples will be collected during the summer of 1991. These dau 
will be available for analysis during the fall of 1991 and initial reports will be available for the Geld 
by mid-winter of 1992. 



Concurrent with submission for the NIMH research award and the initial phase of the AB377 
Evaluation Contract, our research team also consulted with San Francisco County and the California 
Department of Mental Health regarding the California grant application submission to the national 
competition for the Robert Wood Johnson Foundation (RWJ) Mental Health Services for Youth 
Initiative. Subsequently, California was marded a one year development grant and Drs. Karyn 
Dresser and Qiflord Attkisson assisted San Francisco and the State in grant planning, through 
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collection of pilot dtta, lod in writing the teoond-phMe major propotaL The major propoaal wai 
formally lubmitted and a notice of award was received in July of 1990. linpleroenution of the major 
project in San Francisco involves a modification of the Ventura model care system and our research 
team will be responsible for the installation of a relational data base system that will be the primaiy 
administrative information system, clinical data base, and planning system for the RWJ project in San 
Francisco. This aspect of our work will formally begin in April 1991, after a contract for services is 
finally executed The major project in San Francisco is called the Family Mosaic Program and this 
effort is directed by Abner Boles, Ph.D. The Family Mosaic Project reflecu the AB377 model care 
system goals and aspires to chart new territory in financing care for youth with severe emotioQal 
disorders. Betsy Burke, Ph.D. has provided Sute Department of Menul Health leadership in the 
development of the California application to the Robert Wood Johnson Foundation. 

FUTURL DIRECTIONS FOR THE RESEARCH PROGRAM 

The three major projecu now underway (the California AB377 system of care evaluation, the 
NIMH*funded 'three systems of care" grant, and the Family Mosaic/RWJ Initiative project) constitute 
a multi-faceted approach to research on services to youth with severe emotional disorders. The three 
projecu are integrated and complement each other in multiple ways. The resulting data and findings 
shouki be a major contribution to the permanent chikJ services research literature. All of the projects 
are in the initial phase of implementatksn and several preliminary reporU have been made at scientific 
meetings on the research process to date (Attkisson, Dresser, & Rosenblatt, 1990; Attkisson, Harris, 
<& Dresser, 1999; Attkisson. Rosenblatt, Dresser, 1990; Comtweet, Rosenblatt, Harris, St Attkisson, 
1991). In addition, two literature reviews have been initiated - one focusing on measurement and 
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•nenment of cUnkal epkfteink)k)ty of child dkonter acroa service lyi tern componenu ind secton 



care tmoof minority youth with severe mental tod emotional disorden (Snowden, Dreuer, AttUison. 
& RoienbUtt, in preparation), 

GENERAUZING TOE FINDINGS TO THE NATION 

Qearlyi our studies focus on four California counties. However, our findinp should be 
Seneralizable not only to the whole rest of California, but the nation as a whole. With respect to 
California, the counties partidpating in our studies include rural, suburt>an and urban areas in both 
the oorthem and southern portions of the state. There is tremendous feographic social and ethnic 
diversity within these counties, ranging from coastal regions to deserts, from cities to farms, from 
some of most afQuent regions in the sute to some of the poorest The model care system is being 
actively considered for implementation in additional California counties, with state-wide 
implementation being the stated goal of the California Department of Mental Health, Little doubt 
exisu as to the key importance of our study findings in either encouraging, or discouraging, sUte-wide 
implementation of the noodel that began in Ventura county. 

With respect to generalizing our findings to the nation as a whole, we argue that the change 
efforu under way in California are in response to the types of problems found in most other Sutes 
across the nation. In fact, oKxiels of care based on, or similar to the Ventura model, are being 
implemented and studied in a variety of states acrou the country (a prominent example of a related, 
but different system of care exisu in North Carolina-Behar, 19d5). Finally, California is the largest, 
and arguably most culturally and ethnically diverse state in the nation. Many of the preaures faced 



(Dresser, Attldssoo, A Rosenblatt, in preparation) aad one focusing on utilization and outcome of 
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by the tttte today ire liable to conatitute and forethadow the preMurea and chaUengea faced by other 
atatea in the future. 

HjatoricaUy. the icnrioe and financinf lyttema, primarily deaigned to meet the needk and 
characteriatia of the adult population, have been inadequate for meeting the complex educational, 
social, and developmental needa of severely emotionally distuihed children and their families or 
caretaken (Saxe, Crou A Silverman, 1968; Tuma, 1969). Similarly, research on children's mental 
health needa and services has lagged significantly behind research on adult populations (Dougherty. 
1988). 

In recent ytm^ increased attention has been focused on the mental health needs of children 
(Saxe. Crott. A Si^erman. 1968; Tuma, 1969). Beginning in 1969. the Joint rnmmission on the 
Mental Health of Children (Joint Commission, 1970) concluded that this population was grouly 
under-serve^*. or inappropriately served in more restrictive settinp than were necessary. Again in 1978» 
the President's Oommission on Mental Health (President's Commission. 1978) identified emotionally 
disturbed children and adolescenu as a criticaUy under-served population. More recently, the Institute 
of Medicine released an extensh« repon on children and adolescenu with menul. behavioral and 
developmental disorders which again pointed to the need to more eflecttvely research the causes, risk 
factors, and ways to decrease the impact of menial disordcn in this population (lOM. 1969). This 
report was followed by the National Institute of Mental Health Ptan for Research on Child and 
AdoiescefU Disorders (National Advisory Mental Health Council, 1990). These landmark commiuion 
fmding^ have been supported by numerous reporu by professionals in the Geld, which consistently 
address the need to increase services in the context of an integrated network of service agencies 
(Coren ^ McKale. 1985; Inouyc, 1988; Julius, Upton. Pettifor Sl Smith. 1980; Knitzer. 1962; 
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Rae-Grtnt, 1976). 

FurtheiTiioret several attempts have also been made at the federal and state levels to improve 
children's services through legislative action (Dougherty, 1988). Unfortunately, moct of the enacted 
legislation has Kknovyledged or identified needs, without providing the necessary funding to 
implement services (Saxe ct «l.. 1988). When legislation stipulates approaches to treatment without 
providing additional resources, providing the mandated services necessiutes cuts in other areas, and 
the entire system suffers. Federal legislation such as PL94-142 mandating free public education and 
related services (including mental health services for handicapped children) have been effective 
because they have been designed as entitlement programs, with fundmg that is not impacted by local 
priorities. 

As one example of Federal intervention, the National Institute of Mental Health (NIMH) 
developed the Child and Adolescent Service Syste/.: Program (CASSP), designed to provide assistance 
to states and communities to develop comprehensive, coordinated systems of care for severely 
emotionally disturbed children and adolescents (National Institute of Mental Health, 1983). A guiding 
principle in these efforu is the focus on interagency collaboration. This agency is actively involved 
in many sutes' current efforts to study needs and improve services to this difftcull population of SED 
children and adolescents. 

Id sum. what is happening in California is not unlike what is happening in the rest of the 
countiy. Id fact, California currently stands at the leading edge of both the potential problems and 
potential solutions of treating the youth who suffer from serious emotio'nal disorder. 
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PROPOSED ROLE FOR THE FEDE3IAL GOVERNMENT 
IN SUPPORTING RESEARCH ON SYSTEMS OF CARE 
FOR YOUm WITH SEVERE EMOTIONAL DISORDERS 

Syttem of care refcarcb in the roenUl health field ii a very recent development Thk k 
apeciaUy tnie in the acta of child and adoteioeot leivioet where there are few etubUthed 
inveatigaton and only a very few ocpnized reaearch teama. It ia a field that greatly needs attention* 
encourafement, and fiscal support Several steps need to be taken to make this a viable and 
productive line of inquiry a line of inquiry that is greatly needed as a key component within the 
menul health reseai ± capacity of the nation* The list of recommendatioos provided bek>w represents 
our own views but contains selected themes and reooramendatkMis that emerged fiom the recent 
Repon of the NIMH Child Mental Health Servkei Retearth Ptammg WdHahap (Cbmmonwealth 
Institute for Chikl and Family Studies, Virginia Commonwealth University; and the Research and 
Training Center for Children's Mental Health, Fk)nda Mental Health Institute; December, 1990): 

L Thimmg support for the nea generation of ^ Research training programs need 

to be esublished and/or strengthened in the chikl services research and system of care fields. 
Predoctoral stipends, dtsserUtx>o year feltowships, and postdoctoral support k needed for at least six 
new major training programs in this area. Each shoukl be structured to link educatk)nal resources of 
major research universities with publk: sector^etvke sector partners. 

2. Chiid mental health service research censen. At least six chikl mental health Krvice researJi 
centers shoukl be devekiped and coordinated with the human research resources training programs 
recommended above 

3. Research demonstration projects. Major research demonstration projectt are needed for the 
devek)pment and disseminatksn of ne« knowledge in the chikl scrvkes research and system of care 



ERIC 



120 



GeM. T\me ihould be long tenn projccu coordinated at the federal, tute« and community levels tod 
should involve ce« ;trally the child seivicet research centers and training programs in coUaboraiion with 
regional, sute, and community service programs. 

4. Deveiopmem of Measures and Research Methodobgy. Measures of individual and social 
system functioning are greatly in need and support for measurement development should be targeted 
for capacity building in university and research institutes. There is also a great need for disseminat^^u 
of innovations in biostatistics to this applied research area and innovations in sutistical applications 
and methods need to be eooourtged. 

5. Stmulation of Innovation in the O.T(antation and Financing of Systems of Care for Children 
and Adolescents with severe mental disorders. Innovation is greatly ^dec* in the way services are 
organized and financed. Innevaiions will require integration of knowledge and creativity from the 
social and clinical scient^es including social system theorists, health economist, legal scholars, and 
public administrators. Mechanisms for integrating such knowledge must be <svi>K ind and adopted. 

6. Dissemination of Innovations. Mechanisms for disseminatk>n inno ition in the chiW 
service, research GeW are greatly needed » as is true for the services research field in general 
Needed change in service systems lags due to the diflicultieb in disseminating knowledge that requires 
social, legal and organizational change. Currently and htstoricafly. to a great extent major innovatnns 
and bodies ot new knowledge are ignored; service system change occurs only when made ineviuble 
by fiscal crisis. 
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Chairwoman Schroeder, Thank you very much, I appreciate it. 
You are talking about incentives. So often fiom the other level 
they want to call them mandates, but you are right. It depends on 
how you frame it. 

Dixie Jordan, again, we thank you. We know it has been a diffi- 
cult weekend for you, and we are very, very pleased to have you 
here. The floor is yours. 

STATEMENT OF DIXIE JORDAN, PARENT AND ADVOCATE, 
PARENT ADVOCACY COALITION FOR EDUCATIONAL RIGHTS 
(PACER CENTER], MINNEAPOLIS, MN 

Ms. Jordan. I am very grateful to have the opportunity to be 
here. 

My son is now 18 years old, and Tom was different from the day 
he was born. I come from and am part of what I consider to be a 
very well family. However, he has an intrinsic disability that has 
led to different perceptions of how the world functions and how he 
operates within that world. 

Tom's current diagnoses range from depression and anxiety dis- 
order down through attention deficit, hyperactivitv disorder. What 
I have learned about the field of psychiatry is that there are as 
many diagnoses as there are psychiatrists, which is really problem* 
atic in addressing the needs holistically of these children. 

I also would like to be very clear about whom I am talking about. 
We have talked about a variety of social ills today, and I have 
heard many words given to the profound needs of children, all of 
which I would agree with completely. 

However, in spite of the fact that we are also dealing with seri- 
ous social issues, homelessness, lack of proper nutrition, and par- 
enting skills that need to be improved, we are also dealing with 
children who, given the best of circumstances, would have an emo- 
tional disorder, a relational disorder to the world, and I want to 
focus specifically on those kids. 

I also need to say up front that I find "biologically based mental 
illness" as a descriptor for children to be problematic. I think we 
have to look at contextually where children live and what they do, 
and not automatically interpret that a behavior is an illness with- 
out taking into the context the origin of that behavior, how it came 
into being. So I want to be really careful about that. 

I came to this job (as a parent advocate) with absolutely no skills 
other than having a child with a serious emotional disorder. I 
learned, first of all, that education, if it is, in fact, a mandate, is a 
forgotten mandate. I learned that in order to access services 
through special education under the label "seriously emotionally 
disturbed that one must be adamant about the needs of children 
and unceasing in the flagging of school personnel who do turn 
down those children, not because education does not understand 
the needs, not because they do not have the skills to recognize 
when a child is seriously emotionally in trouble, but because they 
are the payors of last resort. If there is a mandate to serve children 
with mental health needs in this country^ I do not know about it 

Because children go to school, and that is the contextual environ- 
ment for their liv 1 would suggest tb^it mental health services 
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need to be adjunctive services to education. The parents I work 
with have children who go to school. Many of those parents do not 
have cars and thus do not have access to after-school mental health 
center care. Even if they had an automobile, they cannot get a 
babysitter to watch their other children; them may be single; they 
may have to work, they would not have access to after school 
counseling or evening services. 

And so when I envision a mental health system, a community- 
based care system, I really envision mental health and education 
holding hands and doing this together, because I do not think it 
will work otherwise. 

We need to remember that kids live in families and are involved 
with parents. I am working with parents who are getting divorced 
because it is the only way they can qualify their children for medi- 
cal assistance to provide the services they so urgently need. 

What kind of a system are we building where sacrificing families 
is the imperative to serving children? 

I am here because I am really angry, I am angry because I have 
been an advocate for six years; four years ago I went to the Minne- 
sota legislature and said, "We have to have a (children's mental 
health) law," and now we have a law, but nobody told me you had 
to fund it for services to be available. 

1 am angry because I kept holding their hands and saying, "It is 
okav. Tomorrow will be better,*' to those parents who called. Two 
of their children are dead. One is in prison for murder. Others are 
living on the streets, in gangs and with divorced families. I am tell- 
ing you this was all wholly unnecessary. 

The parents I speak with say, "We need respite care. I need to 
get away from my child for one hour, just an hour, just to watch 
television or take a walk down the street," That is not available. 

The parents I talk to say^ "If somebody would only come into our 
homes and show us how to manage the behaviors of these children, 
we would not have these problems." No one is there to do that. 

But someone is always there to place a child in a hospital or an 
institution. Thev are always there if you can go to the systems and 
say, "I am a bad parent. Help my child." 

Being Native American, I can tell you that American Indian kids 
are placed out of home at phenomenal rates, in white families to 
''socialize" and "educate" them; we are all "emotionally dis- 
turbed," by someone's criteria. 

We are headed for a nation of jailers and jails, and as long as we 
continue to attribute behavior to mental illnesses without recogniz- 
ing what has happened to kids and families growing up and the di- 
lemmas and accessing services, we are making a terrible, terrible 
mistake. 

I spend a great deal of time working with parents who are mi- 
nority parents, ard I th nk there is a serious concern. Kids are 
either over-iden Med based upon cultural attributes or they are 
under-identified, or not identified. 

Indian kids who do not make eye contact are called depressed. 
Black kids who interrupt are called emotionally disturbed and con- 
duct disordered. I wonder how many people who develop the sys- 
tems, who write the psychiatric manuals, who apply diagnoses, 
have any concept of how it feels to grow up in a society that is 
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truly racial, or what adaptive behaviors to that social reality might 
be. 

I am deeply troubled by the classification systems which are, in 
fact, necessary and which are, in fact, valid in identifying mental 
health needs. I wonder how many of those were developed on the 
premise that you can expect behavioral differences from cultural 
differences. 

I grew up in a family of 15 children, ^d my family contained an 
array of behavioral differences. Those differences were accommo- 
dated within the family unit. I think we have lost the capacity to 
recognize that differences, intrinsic differences, are good and can 
be contributory to the growth of a society and of a nation. 

I believe that without putting maladaptive behaviors in an ap- 
propriate racial context, we are continuing to serve children 
poorly. I believe that the preponderance of out-of-home placements 
are with minority children in our country, and I do not believe that 
the supports are being provided to the. families that need them. 

So, m fact, when many of us come to you for help, we look 
"crazy." We look "dysfunctional," but we are at our wit's end in 
terms of needing help and having asked for it for so many years. 

I talked with a parent once who was a "middle income" parent. 
Her family earned $26,500 a year. Her husband worked, and she 
stayed home with two children. Her son was in elementary school, 
and she called, desperate, and said, "I really need help. I have 
called my county, and they said we do not qualify for medical as- 
sistance. I called the state, and they said 'you have to go back to 
your county.' " 

So she was in this terrible bind of not being able to afford basic 
counseling services for a child because their income went to pay for 
a home and a used car. The young man, who was six years old, 
threw his baby sister, who was 11 months old, down a flight of 
stairs. 

After that, there was someone from the county coming into the 
house saying, "We are going to file neglect charges on you, because 
you are not properly monitoring your children." 

No services were provided. The boy eventually cut one of his sis- 
ter's eyes out with a pair of scissors. Then services were provided. 
This, folks, is wrong. It has to change. 

I thank you very much for your time. 

[Prepared statement of Dixie Jordan follows:] 

PrIPARXO STATElfBNT OP DiXIE JORDAN, PaRKNT AND ADVOCATE. PARENT ADVOCACY 

Ck)ALmoN FOB Educational Rights [PACER Center), Mu.neapous, MN 

Mv name is Dixie Jordan. I am the parent of a child— -actually he*8 eighteen, and 
would likely not appreciate the categorization, who has such diverse diagnoses as 
depression, attention-deficit l^peractivity disorder, anxiety disorder, and specific 
learning disabilities. I work as an advocate at PACER Center in Minneapolis, a 
statewide parent training and information center for parents of children with dis- 
abilities, founded on the concept of ParenU Helping Parents. At PACER, I coordi- 
nate a special pi-Qiect for parents of children with emotional or behavioral disorders. 
It is in that capacity that I would like to speak to you today. 

When I first began working at PACER seven years ago, we received perhaps one 
call per day, if that, from parents who identified themselves as having children with 
emotional disorders. Today, the minority of our advocacy calls are from such par- 
ents. 
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We believe it should be the right of every parent to be able to tuck their child 
into bed each night, and to let their child know, before turning out the lights, that 
he or she is loved. Other parents have that choice, even if their child has a severe 
phvsical disorder or chronic health problem. For many of us, however, the choice 
exists between denying a child needed mental health treatment, because those serv- 
ices are simply not available in the conununities where parents live, or "sending" 
the child to a hospital or institutional setting for treatment, recognizing that the 
psychic trauma from separation from family and familiar surroundings may be 
more damaging than the original problem. 

We believe that to serve children and youth with emotional disorders effectively, 
that services MUST reflect the context of their lives and acknowledge that the least 
restrictive environment for this age group is their family homes, their schools, their 
conmiunities. 

As Congress focuses attention to the mental health needs of America's children, 
let us not forget that children live in families. I am currently involved with three 
famUies where the only way they can afford the limited and restricted services their 
children so urgently need is through divorce. In other words, to save a child may 
mean to sacrifice a family. Yet we spend mcmy words describing the necessity of 
families to healthy children. We now need to develop policies which respect the 
honor and integrity of families, and which suppiort, through services, their critical 
roles. 

I have a particular concern for appropriate mental health services to be delivered 
in a child's normative daily environment, the public schools. A children's mental 
health agenda which addresses the emotional, social and relational needs of chil- 
dren must provide services where those needs arv most f equently expressed. For 
most children, that environment is the school environment. 

Educators are very good at recognizing children who may be in trouble emotional- 
ly. Educators know the severity of the problem. They also know that education is 
not adequately funded to provide urgently needed counseling and support to chil* 
dren. If children with serious emotional disorders are identified by school profession- 
als as in need of services, schools may become the responsible service providers. 
Children, therefore, are not identified. 

Many parents in America today, especially those living in inner-city neighbor- 
hoods, mav not have transportation to a mental health clinic for their child. Or, 
they may have other children to care for which does not allow time to keep appoint- 
ments with therapists working with their child. If such services could be provided 
by mental health professionals to children in schools as j^ut of their special educa- 
tion curriculum, cnildren would benefit tremendously. They could be taught new 
skills in the environment in which those skills are urgently needed, and not sepa- 
rated from peers, families, communities. 

I hav^ one additional concern that I believe must be addressed. Children who are 
ethnically, linguistically, culturally or racially different from the dominant society 
in America are frequently either underidentined or overidentified as having a seri- 
ous emotional disorder based on those very differences. For instance, in Minnesota, 
Native American children are overrepresented, in proportion to their numbers in 
the general population, in special education programs for the emotionally or behav- 
iorally disordered at 300%; African American youth are overrepresented at 400%. 

While much lip service is given to "culturally appropriate services," I would be 
most sun>nse<l to learn that very many people know what that means. Developing a 
clinical diagnostic system to label illnesses serves an important function, especially 
to the insurance companies who may be required to pay claims only under specific 
categories of "illness . I am deeply troubled, however, that such classification sys- 
tems have not been designed to address ethnocultural differences in diagnosis, to 
any substantive degree. It is simply not possible for a person who has not experi- 
enced racism first hand, for instance, to truly understand a child whose social be- 
haviors were shaped by racial attitudes. To label behaviors as "deviant" without 
placing them in an appropriate racial context has led to the creation of a system 
where "mouthy" children are identified as conduct disordered, and "quiet" or acqui- 
escent children may be identified as depressed. Family and community involvement 
in "setting the context" is critical if minority children are to receive appropriate 
diagnoses and services. 

We hope that as the nation considers improvements in services for children with 
serious emotional disorders, close attention will be paid to a partnership effort. New 
legislation must provide ways to involve parents as active participants in their 
child's healing or treatment process. Only programs that nurture and build upon a 
family's existing strengths will succeed in the long run. 
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Chairwoman Schrosdbr. Thank you. 
Dr. Rekers. 

STATEMENT OF GEORGE A. REKERS. PH.Dm PROFESSOR OF 
NEUROPSYCHIATRY AND BEHAVIORAL SCIENCE, CHAIRMAN, 
FACULTY IN PSYCHOLOGY, UNIVERSITY OF SOUTH CAROLINA, 
SCHOOL OF MEDICINE, COLUMBIA. SC 

Dr. Rekers. As a professor at USC Medical School, I am involved 
in training clinical psychologists and psychiatry residents, I work 
in a teaching hospital funded by the State Department of Mental 
Health, I am a consultant to a private hospital that hospitalizes 
children and adolescents, and I am a peer reviewer for CHAMPUS 
and Blue Cross/Blue Shield. So I see these problems from several 
different angles. 

This hearing focuses on the premise that there are tremendous 
shortages in community-based mental health services for children, 
and I think before we decide what should be done to address this 
national problem that the U.S. Congress should step back and ask 
the more basic question: ''Why do we have these shortages of chil- 
dren's mental health services close to their home?" 

As a research scholar, I have published many treatment studies, 
I have had many federal research grcmts from NIMH, and I can 
tell you that the basic causes of the shortages in services for chil- 
dren would be this if vou think about it historically. Even though 
the mental health professions were developed and became a signifi- 
cant social force in the last 80 years of human history, at the same 
time the numbers of children and the percentage of our child popu- 
lation that need services, has outpaced even the rapid growth of 
these mental health professions. 

The facts should logically lead us to ask a second critical ques- 
tion before jumping to any legislative action, and that is: what has 
caused the rapid ^owth in the percentage of U.S. children with se- 
rious emotional disturbances? 

Now, I agree with EKxie Jordan that there are children with ge- 
netic conditions, organic mental disorders. There are children with 
disorders due to substance abuse of the parent or by the child or 
adolescent. But even though organic mental disorders and the sub- 
stance abuse induced disorders, have been on the increase in recent 
decades, it is really the nonorganic mental disorders that have es- 
calated to the greatest extent in children and adolescents. 

And the research indicates that the fundamental cause for this is 
the family fragmentation that results in absence of accessible par- 
ents. This is often due to divorce, marital separation, unwed par- 
enthood, sometimes death of a parent, and sometimes to unbridled 
careerism by one or both parents. 

Thip he€uin^, which has the title ''Close to Home'' also needs to 
ask ti^e question, "Who is at home?'' which I think Mr. Wolf ad- 
dressed. And as Dixie Jordan brought up, ''Who is helping the par- 
ents in their home to provide the emotional climate necessary for 
the adjustment of their children?" 

The continuity of affectional attachment and bonding, upon 
which so much of child emotional adjustment depends, has been 
disrupted for a rapidly increasing number of American children. 
This hearing has addressed ten million children with emotional 
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problems in this nation, an increase in teen pregnancy, school 
dropouts, increase in suicide, substance abuse, physical and sexual 
abuse, but I think you would agree that it would be a sick and cor- 
rupt society which can only be stirred to action by such conse- 
quences and then fails to address the underlying fundamental 
problems. 

Recently I published a review of this book called "Children in 
Family Contexts." The subtitle is "Perspectives in Treatment," by 
Lee Combrick Graham, and she demonstrated in this book Chat the 
family is the child's primary resource system, and that many pro- 
fessionals in education, child welfare, and child mental health have 
failed to recognize this fact in developing treatment programs. 

If we take a historical perspective, we have to realize that 50 
years ago in the United States we did not have the level of family 
fragmentation, the number of single parent families, and the level 
of parental inaccessibility that we have today. Neither did we have 
the critical shortage of mental health services and the need for 
substantial mental health professionals for children, and severe 
childhood emotional disorders were much more rare. 

And if our society spends millions of dollars making computers 
user-friendly, why can t we as a nation achieve the goal of making 
more families chUd-friendly again, as we were five decades ago? 

Before this Congress is the bill H.R. 1197 that proposes what I 
consider a symptomatic approach of massive treatment of emotion- 
ally disturbed children without a significant prevention component 
and without the necessary evaluation research. 

The escalating percentage of children with severe emotional dis- 
turbance is symptomatic of some serious deficits in American cul- 
ture, which then result in family dysfunction. There is an obvious 
need for prevention on a national scale, and in this, I agree with 
the Governor of Virginia, Douglas Wilder. 

However, we need to remember that many of the sponsoring or- 
ganizations of H.R. 1197 would expect to benefit by an exclusively 
symptomatic approach, and frankly, the special interest groups 
might suffer financial loss if prevention were the major component 
and prevention actually worked, decreasing needs for mental 
health services, including decreasing needs for psychiatric hospital- 
ization. That is part of the professional turf issues Governor Wilder 
spoke of. 

So unless we as a nation address the underlying value crises, the 
spiritual vacuum underlying family dysfunction that causes the se- 
rious nonorgcmic mental disorders in children, then the percent- 
ages of American children suffering severe emotional disturbance 
will continue to outstrip the capacity to fund and to staff mental 
health services that are needed, but at the same time will be in- 
definitely benefitting the mental health professions by creating 
mental health clientele. 

Taking a symptomatic approach by itself will create just a per- 
petuation of these problems over the generations. We have to be 
careful. I think we need to recognize the failures of past welfare 
sei'vices that have caused, for example, the necessity for fathers to 
leave the family in order to get welfare benefits for their children. 
We need to watch out for things along those lines. 
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I agree with Governor Wilder that federal funds need t** be redi- 
rected to early identification and preventative efforts. This is stra- 
tegically importanti and this has been dramatically illustrated by 
Dixie Jordan's testimony here. 

Any legislation that would merely fund increasedi even commu- 
nity-based mental health services would be short-sighted and only 
a bandaid approach. The suffering children in our nation certainly 
need more treatment, and they need more treatment closer to their 
homes. But even more urgent is the need for prevention efforts to 
stem th( tide of the escalating numbers of emotionally disturbed 
children. 

By analogy, it is only humane to feed, house and protect the 
Kurdish refugees from Iraq, but the U.S. State Department, I think 
we would all agree, would be very foolish and blind if it restricted 
its efforts exclusively to that symptomatic problem. Indeed, the 
larger and more fundamental task that President Bush and Secre- 
tary Baker are pursuing is a more comprehensive peace in the 
Middle East to end or at least reduce the number of conflicts that 
produce the hungry and homeless refugees. 

Similarly, we need to aggressively pursue peace for the American 
family to greatly reduce the extent of marital conflict and parental 
inaccessibility that produces the emotional famine for so many 
American children. 

[Prepared statement of George A. Rekers, Ph.D., follows:] 
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Prepared Statement of George A. Rekers, Ph.D.. Professor, Department of 
Neuropsychiatry and Behavioral Science, Chairman. Faculty is Psychology, 
University of ^ uth r'ARouNA School of Medicine, Columbia, SC 

As a professor at the University of South Carolina school of 
Medicine, I participate in training clinical psychologists and 
psychiatry residents and as a practicing clinical psychologist in 
the teaching hospital — Hall Psychiatric Institute, I deliver 
clinical services to children and adolescents and their families 
in the state Department of Mental Health system; I also serve as 
a consulting psychologist conducting psychological evaluations at 
a private psychiatric hospital and I serve as a peer reviewer for 
both CHAMPUS as woll as Blue cross and Blue Shield, 

Cause of Shortages of Mental Hpal th ggrvicgs for Chilc^rer^ 

This hearing focuses on the premise that there are 
tremendous shortages of community-based mental health services 
for children. Before deciding what should be done to address 
this national problem, the US Congress should step back and ask 
the basic question: »'Why do we have these shortages of 
children's mental health services close to their homes?" 

As a research scholar in the treatment of childhood mental 
disorders having received numerous grants from the us Department 
of Health and Human Services, I can tell you that the basic cause 
of the shortages in community-based mental health services for 
children is this: Even though the mental health professions 
developed as significant social services only in the past 80 
years of world history and even though the numbers of mental 
health professionals has mushroomed to constitute a significant 
number to serve the us population only in the past three decades, 
the percentage of US children with serious emotioi il disturbances 
has significantly outpaced even the rapid growth in numbers of 
mental health professionals in recent decades. 

Causes for Increase in Pe rcentage of children 
with Mental Healt h Disorders 

These facts should logically force the US Congress to ask a 
second critical question before jumping to any legislative 
actions: "what has caused the rapid growth in the percentage of 
US children with serious emotional disturbances?" 

The organic mental disorders — for example genetically 
caused conditions or substance abuse induced mental disorders — 
have Dfij; been the major factor in this rapid increase, although 
substance abuse by parents and by children/adolescents has 
significantly increased since 1950 and has produced increased 
numbers of organic mental disorders. 

The non-organic mental disorders have escalated to the 
greatest extent in children and the research indicates that the 
most common fundamental cause is family fragmentation resulting 
in the absence of an accessible parent because of divorce, 
marital separation, death, or unbridled careerism by both 
parents. This hearing entitled "close to Home" needs to ask, 
"Who is at home?" and "Who is helping parents be at home to 
provide the emotional support that children need?" The 
continuity of affectionate attachments with parents, which is so 
necessary for normal emotional adjustment, has been disrupted for 
a rapidly increasing number of American children. 

This hearing has made reference to 10,000,000 children in 
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the US with emotional problems; it has also cited the increaae in 
teen pregnancy, school dropouts, teen suicide, substance abuse, 
and physical and sexual abuse of children. But I think that you 
would agree that it is a sick and corrupt society which can only 
be stirred to action by consecjuences and fails to address the 
underlying fundamental problems. 

Eighty-eight percent of all Americans live in families and 
50% of all families have children under the age of 18 years. 
(Chapman, 1985) . 

In 1960, one in 11 children in the United states lived in a 
single-parent home, but by 1990, one in four children were living 
in a single-parent home. Dr. Paul Click of the United states 
Bureau of the Census, estimates that with the current divorce and 
remarriage rates, one in two — fully 50% of all children under age 
18 in 1990 — will have lived for some portion of their lives in a 
one-parent family. Ninety percent of these children live with 
their mothers, with their fathers absent from the home. In 1980, 
there were over 11,000,000 children living in families without a 
father-figure in the home. 

In recent years, this committee has received testimony that 
has established the fact that single-parent families are forming 
at 20 times the rate of two-parent families. A record number of 
1,200,000 divorces in 1981 affected 1,800,000 children. The 
divorce rate has more than doubled since 1970. But in addition, 
recent years .iave witnessed a notable increase in one-parent 
families in cases in which children live with a mother who has 
never been married, since 1970, there has been a four-fold 
increase, to 2,800,000, in the number of children being raised by 
mothers who have never been married. These statistics, then, 
point to a major source of the new diversity existing in American 
families today as compared to previous generations — namely, the 
rapid increase in the total percentage of children living in 
father-absent homes. 

To merely study the trends and demographics of family change 
does not, in itself, provide the full context necessary to 
understand normative family functioning or desired family 
functioning. For example, if a 51% majority of all fathers 
sexually abuse their daughters, this majority phenomena would not 
automatically be considered by our society to be desirable. It 
is imperative, therefore, that this Congressional committee 
differentiate diversity which arises out of family strengths from 
family diversity which arises out of weaknesses, problems and 
human failure. I will review a substantial body of empirical 
research which demonstrates that some types of families are 
inherently better environments for children's well-being. 

To draw the analogy to physical health, we all know healthy 
people with a diversity of physical characteristics: there are 
short people, tall people, black people, white people, blue-eyed 
people, brown-eyed people and so forth. These are all fine 
variations which can exist in a healthy person. And so it is, 
there is a range of types of families within the normal 
functioning range which includes some families, for example, w ,h 
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a dozen biological children, others with two adopted children, 
and still other married couples with no children. Some families 
live near or with extended family relatives and some families 
live as nuclear family by itself, some types of normal family 
diversity are build upon particular sets of strengths that a 
family may possess (Rekers, 1985a) . 

Extending our analogy to health, some people must 
unfortunately live out their lives with one part of their body 
chronically impaired or missing — an arm or a leg or an eye, etc. 
Such an individual has a physical handicap and perhaps through 
crutches for the person without a leg or by learning to use 
hearing more effectively for the blind person, the body can 
compensate for the loss of one of its normal members. And so it 
is with the family. Some forms of diversity are not necessarily 
desirable, for example, families with a physically abusive 
father, families who have lost a member through illness and 
death, families in which a father regularly gambles away his 
paycheck rather than providing support to the family, families in 
which children are neglected, or families in which drug abuse is 
chronic. 

Research on Parental Accessibility an d child Mental H ^?Kh 

In a recent review of the cross-cultural research literature 
on parental accessibility by a Harvard professor, this conclusion 
was made: "Parents in this country (U.S.) spend less time with 
their children than in any other nation in the world, perhaps 
with the exception of England — the one country that surpasses the 
U.S. in violent crime and juvenile delinquency. Cross-cultural 
studies show that even in countries where children are brought up 
in collectives, parents tend to spend more time with their 
children than they do in this country. Research shows that, in 
Russia, fathers spend as much as two or three hours a day with 
their children. But, in this country, according to a study out 
of Boston, fathers spend on the average about 37 seconds a day 
with their young children" (Nicholi, 1985a). 

Wide-spread parental inaccessibility and father absence in 
the U.S. is related to trends over the past 30 years in child- 
rearing practices, divorce, and out-of-wedlock birth rates. 
According to data from the National Center Health Statistics, 
between 1960 and 1980, out-of-wedlock birth rates rose from two 
to ten percent among whites and from twenty-two to fifty-five 
percent among blacks. 

These facts should be of great national concern, because 
both developmental and clinical studies have well-established the 
general rule that the father's positi ve presence in the home is, 
J.n the vast maioritv of casc>s, no rmally essential for e xistence 
of family strength and child adjustment s a positive and 
continuous relationship to one's father has been found to be 
associated with a qood self-concept, higher self-esteem, higher 
self-confidence and personal and social interactions, higher 
moral maturity, reduced rates of unwed teen pregnancy, greater 
internal control, and higher career aspirations (Alston & 
Nannette, 1982; covell & Turnbull, 1982; Gispert, et al., 1984; 
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Lancaster & Richmond, 1983; Parish & Nunn, 1983; Romano 6 
Micanti, 1983; Lewis, Newson & Newson, 1982; HOffman, 1981; Park, 
1981? Russell, 1983), The overwhelming majority of the research 
studies indicates that fathers who are affectionate, nurturant, 
and actively involved in childrearing are more likely to have 
well adjusted children (Hetherington, 1965; Lamb, 1976; Pleck & 
I^evin, 1986; Lewis, Feiring k Weintraub, 1981; Mussen & Distler, 
1960; Park, 1981; Payne & Museen, 1956; Radin & Russell, 1983; 
White, Woollett & Lyon, 1982), 

Major child adjustment problems are associated with father 
absence or failures in fathering, with this huge exodus of so 
many fathers from the homes of American children over the past 
two decades, we should surely ask: "What is the effect of the 
father's absence on children's development? 

Research has documented that children without fathers more 
often have impaired psychological differentiation, deficits in 
social sensitivity, deficits in social role-taking skills, 
increased adjustment problems, a poor self -concept, low self- 
esteem, lowered self-confidence, less sense of mastery, less 
sense of mastery, less self-assertiveness, delayed emotional and 
social maturity, and greater internalization of morality and 
higher risks for psychosexual development problems (Alston & 
Nannette, 1982; Covell & Turnbull, 1982; Gispert, et al., 1984; 
Lancaster & Richmond, 1983; Parish & Nunn, 1983; Romano & 
Micanti, 1983; Lewis, Newson & Newson, 1982; HOffman, 1981; Park, 
1981; Russell, 1983) 

With major research grants from the National institute of 
Mental Health for many years, I have studied psychosexual and 
gender disturbances in children beginning in 1972-1973 when I 
served as a Visiting Scholar at Harvard University, I have found 
that the father's absence is related to important risks for the 
boy's adjustments to a normal male identification (Rekers, 1978, 
1985b, 1986; Rekers, Bentler, Rosen & Lovaas, 1977; Rekers & 
Jurich, 1983; Rekers & Mead, 1980; Rekers, Mead, Rosen & Brigham, 
1983; Rekers, Rosen, Lovaas & Bentler, 1978). 

Family studies research has isolated three major functions 
for an independently sustaining family unit with children— these 
are (1) income production, (2) household maintenance, and 
(3) child rearing. In the normal, intact family, these three 
functions are shared in a division of labor between the mother 
and the father. 

When there is only one parent in the home instead of two, 
then one or more of these three vital functions usualy suffers 
serious loss unless there is massive outside social and/or 
economic support proided. Consequently, it is all too common 
that the children suffer economic, social and/or emotional 
deprivation. It is not surprizing, in this context, that low 
parental problems, deficits in social problem solving 
competencies, increased sexual promiscuity, si^ecept ibil ity to 
peer groups involvement in delinquent behavior, drug and alcohol 
use, suicide, and homocide are all found to be higher among 
children from homes in which one or both parents are missing or 
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fr' niently absent (Brook, WhitMan & Gordon, 1985; Borduin, Qt 
al. 1985; Daun & Bialiauskas, 1983; Fry & Grovar, 1982; 
Goldatain, 1984; Koffnan, 1961; Lawis Nawson & Hewson, 1982; 
Nicholi, 1985a, 1985b,; Pariah & Nunn, 1983; Robin, 1979; starn, 
Northnan & van Slyck, 1984) . 

Raaearch has astablishad that one of the more important 
functions that the father normally fulfills in the family is to 
ensure the development of appropriate sexual identity in his 
children (Biller, 1976; Drake & McDougall, 1977; Greenstein, 
1966; Hetherington, 1966; Lynn, 1976). The absence of the father 
for boys has been linked to greater occurrences of effeminancy, 
higher dependence, less successful adult heterosexual adjustment , 
greater aggreaaiveness or exaggerated masculine behaviors 
(Apperson & HcAdoo, 1968; Bene, 1965; Berg 6 Kelly, 1979; Bieber, 
1962; Boyd & Marish, 1984; Earls, 1976; Evans, 1969; Greenstein, 
1966; Mussen & Distler, 1960; Santrock, 1977; Stoller, 1969; 
West, 1959; Winch, 1949). All these detrimental effects reflect 
various reactions to an inadequate development of masculine role 
and male identification. 

In girls, research studies by Heatherington and her 
colleagues have compared girls with two parents with girls who 
grew up without a father because of divorce or death of the 
father. Compared with girls with intact nuclear families, girls 
who lost their fathers by death were more inhibited in their 
relationships with males in general, but girls who lost their 
fathers by divorce were overly responsive to males, were more 
likely to be sexually involved with males in adolescence, married 
younger, were pregnant more oftrn before marriage, and became 
divorced or separated from their eventual husbands more 
frequently (Hetherington, 1972; Hetherington, Cox & Cox, 1976, 
1978, 1979; see Draughn & Waggenspack, 1986). 

According to Cynthia Longfellow (1979), there are two 
crucial effects of father absence that need to be assessed in 
over 90% of the cases i which the father leaves: (1) the lack of 
parental supervision and discipline; (2) the lack of a sex-role 
model for the sons (Stoklasa, 1981). A number of research 
studies have found that single parents (usually mothers) are at 
risk to develop poor quality relationships with their children 
which can then le^d to increased psychopathology among the 
children which can then lead to increased psychopathology among 
the children (Wallerstein & Kelly, 1975; Hetherington, 1972; 
Hetherington, cox k Cox, 1976) . Both unsatisfactory parent-child 
and parent -parent reT<ationships are individual risk factors for 
psychiitric effects upon the children (see review by Larson, 
1985) . 

Are »hft Effect? of Divorce Positivi^ or We aative for Children? 

In a review of effects of divorce on children, Wallerstein 
am Kelly (1979), the investigators of the "Children of Divorce 
Pr.oject" of the Marin Community Mental Health Center in 
California concluded: 

Initially, almost all children and many adolescents 

experience divorce as painful and as disruptive of their 
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lives, and their suffering is compounded by both unrealistic 
and realistic fears. These fears -.re related to the 
following factors: a heightened i^ense of vulnerability, 
sadness at the loss of the protected structure of the family 
and of the parent who does not retain custody, guilt over 
fantasized or actual misdeeds that may have contributed to 
parents' quarrels (although such fantasies are not found in 
all children) , worry over distressed parents, anger at the 
parent or parents who have disrupted the child's world, 
shame regarding parents' behavior, a sense of being alone, 
and concern about, being different from peers. For many 
children and adoj.e»cents, the overall initial response to 
divorce c^n properly be considered a reactive depression. 
There is no evidence that these initial reactions are muted 
or are experienced as less painful because of the high 
incidence of divorce taking place in the surrounding 
community . 

Nevertheless, there have been statements in the professional 
literature, surprisingly, to the contrary. For instance, Michael 
Lamb (1977) concluded: "There is little support for the 
(assumption) that divorce is necessarily harmful (p. 163)." 
Although he concluded that children of divorced parents are "at 
risk" for psychological damage, he also offered the opinion: 
"Divorce can be beneficial to children, inasmuch as it signals 
the termination of hostilities, uncertainties, and harmful 
hatefulness" (p. 171). Similarly, Phyllis McGrab (1978) 
acknowledged the sense of loss, the sense of failure, and the 
difficult transitions often associated with divorce for the 
child. But she also speculated, "When we consider the effect of 
divorce or separation on children, we must equally consider the 
effects of living in a home where there may be ongoing tension, 
conflict and stress. 'For the sake of the child' regardless of 
the short and long-term consequences, divorce or separation at 
times is the most viable solution to optimizing the potential of 
that child for sound emotional and personal growth." (p. 233). 

Too often, in the professional literature, a supposed 
beneficial effect of divorce is presumed by making just this type 
of comparison: Compared to the conflict in a poor marriage, 
wouldn't the child be better off, after all, if the parents 
divorced? what is often omitted from the discussion is any 
potential for a thira alternative for both the parents and the 
child: Namely, could the problems of the marriage be solved or 
resolved with some kind of help thereby eliminating the conflict 
and stress for the child. We must keep this third alternative in 
mind and not fatalistically assume that the divorce rate will 
continue at the present or higher rates, and that therefore 
somehow we must conclude that divorce is the best way out for 
many children. Too often, there is the assumption that nothing 
could be done to help solve the problem causing the conflict in 
the marriage. 

Prior to the second half rf the 20th century in America, 
divorce was not prevalent, and a popular attitude of even 
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unhappily «arri«d coupl«s was that th«y should stay togsthsr for 
ths good of thsir childrsn and to aaintain ths integrity of th^ir 
varrlags vow to rsnain togsthsr "^for bsttsr o^ for vorss until 
dsath dus us part.** In contrast i ths lattsr half of ths 20th 
csntury has witnssssd a aajor shift in valuss to a popular lay 
and professional attituds sxprsssing a strong ssntinsnt that 
unhappy varriags for tha coupla is squally unhappy for ths 
childran, implying tha naadad so*callad '^solution'* of divorcs to 
rsstors happinass for tha parantSi which prasusably will fostar 
happinass for tha childran as wall* 

Although tha »yth of rosantic lova in »arriaga «ay be dying^ 
tha »yth of romantic divorce flourishes for «any taericans* 
While »any might agree that perpetuating a conflict*f illed 
aarriage "^for the sake of the children** only lacks emotional 
appeal I a» increasingly disappointed by so «any media 
reporters, professionals and aarriad couples alike overlook the 
obvious third alternative to divorce or staying unhappily 
aarriad — that is, it would be batter to solve the aarital 
probleas and restore haraony in the existing aarriage* With the 
widespread acceptance of divorce as a so-called "^solution** to 
aarital conflict, aillions of divorce cases entering the courts 
in the last decade have never atteapted concerted problaa-solving 
efforts with an outside resource such as a aarriage counselor, 
psychologist, clergy, social worker, or faaily life educator. 
Furthermore, the f- ilowup studies of Drs. Wallerstein and Kelly 
revealed that the majority (56%) of children surveyed five years 
after their parent's divorce did net consider their after-divorce 
family ^o be an improvement over their before^divorce home. The 
children reported acre happiness before divorce than did their 
parents* The childran generally prefer living together with both 
aoa and dad. While neither an unhappy aarriage nor divorce is 
the aost desirable environment for children's developaent, too 
aany professionals and lay people alike hastily assuae the 
inevitability of continued unhappiness in the conflicted aarriage 
to ethically justify the supposed "^solution** of faaily divorce. 
Actually, aost divorces are nothing aore than trading one set of 
probleas for a different set of tragic and often enduring 
probleas— often including the probleas associated with father 
absence. How auch better it would be if the professionals and 
public alike refocused upon the search for a genuine solution to 
the aarital dissatisfaction in order to preserve the faaily unit 
in an unbroken etate* 

The Third Altemativa^^Strangthaning Marriage and Family 
Re lat ionshipa 

Furthermore, the followup studies on divorced children of 
Drs. Wallerstein and Kelly (1974, 1975, 1979) reveal that the 
majority (56%) of children surveyed five years after their 
parents* divorce did Qfi£ consider their a>fter*divorce families to 
b4e an improvement over their before^ uivorce home The children 
reported more happiness before divorce than did their parents. 
The children generally prefer living with both mom and dad, even 
in the presence of considerable conflict. From the child's 
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perspective, divorce should be viewed as an extreae measure of 

last resort, something akin to the amputation of a limb if one's 
body is affected by gangrene and no medical treatment has 
succeeded, but only after trying all possible types of medical 
treatment. 

While neither an unhappy marriage nor a divorce is the most 
desirable environment for children's development, too many 
professionals and lay people alike hastily assume the 
inevitability of continued unhappiness in the conflicted marriage 
to ethically justify the supposed solution of family divorce. 

Actually, divorce is typically little more than trading one 
set of problema for a different set of tragic and often enduring 
problems, often including the problems associated with father 
absenre. It seems that millions of parents have purchased their 
own relief from marital conflict with a divorce that forces their 
children to pay the price in unhappiness, stress, and adjustment 
problems that could persist for a lifetime. 

Victimless divorce is either rare or nonexistent when 
children are present (Bane, 1979; Hetherington, 1972; 
Hetherington, Cox i Cox, 1978; Kelly & Berg, 1978; Reinhard, 
1977). How much better it would be if the professions and the 
public alike refocusod upo.i a search for a genuine solution to 
marital dissatisfaction in order to preserve the family unit in 
an unbroken state. Vast numbers of marriages could be 
strengthened and problem-solving methods ar^ available to reduce 
marital conflict and distress. 

Divorce has become one of the most common tragic crises in 
present day American society. The rapid growth of the number of 
broken homes has forced unprecedented numbers of children to 
suffer as innocent victims. 

The primary cause of father absence in the American families 
today is divorce. Research on the effects ot divorce reveals 
that the initial impact of the separation or divorce causes pain, 
suffering, fears and disruption for almost all children and 
teenagers involved (Bane, 1979; Berg & Kelly, 1979; Hetherington, 
Cox & Cox, 1976, 197B, 1979; Kelly & Berg, 1978; Kurkek & Siesky, 
1979; Luepwitz, 1979? McDermott, 1968; Raschke & Raschke, 1979; 
Reinhard, 1977; Rutter, 1971). As a practicing clinical 
psychologist and family therapist, I regularly witness what the 
research documents for these children of divorced homes: these 
youngsters typically suffer depression over their loss, worry and 
anxiety over the marital disintegration, anger toward a pareuc 
for the resultant chaos and disruption, guilt ovor their real or 
imagined misbehavior thought to have contributed to the family 
break-up, loneliness and apprehensiveness over being seen as 
different from playmates, and a keen teeling of vulnerability to 
uncontrollable tragedy. The child's acute psychological distress 
and sense of family instability persists two or more years, with 
potential life-time consequences (see various studies by 
Wallerstein) . Each year over the past decade, more than 
1,000,000 under 18 years of age have experienced their parent's 
divorce, with estimates that between 32% to 46% of children who 
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hav« grown up in thm United States during thm 1970 's will have 
•xp«ri«nc«d separation or divorce of their parents. These wide 
spread effects are ot only psychological but also economic, with 
over half of all single«>parent families living below the poverty 
level . 

As the research strategies have become more sophist.^ cated 
over time, the focus of studies on the father's impact on child 
development has shifted from comparisons of effects of fathers' 
absence versus fathers* presence to studies of the paternal 
characteristics which are associated with healthy adjustment 
(Franz, McClelland « Weinberger, 1991). 

Dr» Armand Nicholi, a psychiatrist on the faculty of Harvard 
University, has expressed the widely held conclusion among 
scholars of child development research, "If we Know anything 
about normal human development, it rests heaily on a close, warm^ 
sustained relationship with both parents. And if people with 
severe emotional non-organic disorders have anything in common, 
it's that they have experienced, sometime in their childhood, an 
absence of an accessible parent because of death « divorce or a 
time-demanding job. 

"Some people say, 'Well, it's not the quantity of time, it's 
the quality.' They use that statement to rationalize their not 
spending enough time with their spouses and children, but time is 
like oxygen. There's a minimum amount that is needed to survive. 
Less than that amount may cause permanent damage. And I think 
the same holds true for a child's time and exposure to both 
parents'* (Nicholi, 1985a). 

The research suggests a complex interaction between the 
father's dominance, paternal nurturance and his limit-setting 
which in combination promote normal child development and 
adjustment (Biller, 1976; Lamb, 1976). 
The Family ^nd Fundamental Problems 

The fundamental problem sometimes involves lack of awareness 
on the part of parents of what children need emotionally but 
often involves parental irresponsibility and selfishness when 
paren^cs fail to provide the kind of home environment that they 
]tnow children need. Where parents are guilty of neglect and 
abuse of children, they need to be confronted with that reality 
and need to be encouraged to provide for their children. They do 
not need to be cast in a victim role and excused of their 
responsibility and offered rationalities for their guilt. 

1 recently published an invited review in the journal 
entitled Medical Psychotherapy of the book. Children in Family 

Contexts: Perspectives on T reatment by Dr. Lee Coml}rinck-Graham 

who demonstrated how the family is the child's primary resource 
system, but many professionals in education, child welfare, and 
child mental health fail to recognize this in their professional 
work. Fifty years ago in the US, we did not have any where near 
the level of unwed mothers, one parent families and the parental 
inaccessibility that we have today and neither did we have a 
critical national need for substantial mental health services for 
children because the severe emotional disorders were at that time 
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relatively rare. If our society spends millions of dollars 
waking computers "user friendly," why can't we as a nation 
achieve the goal of helping more families become '•child friendly** 
again? 

The Symptomatic Approach of H.R. 1197 

Before this Congress is the Bill, H.R. 1197 which proposes a 
symptomatic approach of massive treatment services for 
emotionally disturbed children. Without any significant 
preventative component and with inadequate attention given to 
independent evaluation research to demonstrate the effectiveness 
of these treatment interventions. 

The central Necessit y of Prevention 
United States Senator Dan Coats was previously the ranking 
minority member of the Select Committee for Children, Youth, and 
Families in the United States House of Representatives. As part 
of his work on that committee, he visited a juvenile detention 
facility in Santa Ana, California. This facility, considered one 
of the most modern in the country, was designed on the basis of 
the latest research. Huge sums of money are spent yearly on 
staff salaries and operating costs. Yet Congressman Coates 
described his review of that facility in these words: 

About fifty young people were incarcerated there and 
participating in the program. While there, we had time to 
speak individually with the counselors and the children. I 
came away with almost a sense of despair becausa here we had 
the very best facilities that money could buy, the best of 
techniques, yet there didn't seem to be any progress. There 
didn't seem to be any hope present in the lives of the 
people we spoke with. 

As I talked to one of the counselors afterward, I said, 
"You have kids here with delinquent behavior, drug, drinking 
and sex problems, and all the other problems that are common 
to young people today, if you could boil all this down, 
what is the common cause? What is the lowest common 
denominator? What is the one reason these kids are in this 
place?" 

He very quickly replied, "Well. I've been involved in this 
work for twenty-five years and I've spent a lot of time 
asking that same question. The one common denominator is 
that every one of these kids in this facility is from what I 
would call a disoriented family. There is something present 
in the family that is out of sync. It is not what we would 
call normal - if there is something such as a normal family. 
The kids here who are violent have been subject to violence 
in their families. The kids here who are on drugs or 
drinking have seen drug ab'se in their family. We see this 
cycle being repeated and repeated*" 

Every family counselor knows the devastating effect thdt 
problem families can have on adults ana children alike. 
Professor Nick Stinnett, one of the leading researchers in the 
area of family strengths, pinpointed the key issue: "Many of our 
major social problems - juvenile delinquency, child abuse, spouse 
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abus«, aldar abusa, bom fons of n«ntal illness - can be linked 
very closely to bad quality of faeily life, that is, to the 
absence of family strengths. I think each of us knows deep 
inside that so much of our happiness, so much of our emotional 
well-beini| depends or is influenced to a great degree by the 
quality of the human relationships we have, and particularly by 
the quality of those intimate relationships we call family 
relationships. So promoting family strengths should be one of 
our country's top priorities" (Stinnett, 19B5) . 

Twenty five years have passed since Dr. Gerald Caplan 
published his PRINCIPLES OF PREVENTIVE PSYCHTATRY. The book was 
a pioneering work that gave the first systematic presentation of 
the rationale and methods of preventive psychiatry and community 
mental health (see Collins, 1985). 

caplan *s book presented what others have called the 
**up8tream approach to helping." Assume that a person is walking 
alongside a river and sees a child drowning. Quickly, the 
observer jumps into the river, pulls the victim out and begins 
artificial respiration, while this is going on, another person 
calls for help and is rescued. This is repeated several times 
and soon a whole group of rescuers is busy pulling people from 
the river and trying to give help. 

Eventually, a couple of the rescuers get up and hurry away 
from the scene. "We're going upstream, they announce. "We want 
to find out who is pushing these people into the river and see if 
we can stop itl** 

The story is simplistic perhaps, but it illustrates the 
approach that we, as a society, have taken to meeting human 
needs. Many years ago, the medical profession began to focus on 
the prevention of problems-the upstream approach. But we in the 
mental health fields, including marriage counseling and family 
therapy, have tended to remain downstream, investing enormous 
amounts of time, effort and money in rescuing the people who have 
developed severe problems in personal and family living. Then we 
send these people back to the source of their original problem 
and wonder why they sometimes have to be rescued again-and again. 

Of course, there are good reasons for this emphasis on the 
downstream approach (see Collins, 1985). As long as people need 
to be rescued, there is little time or opportunity to think about 
prevention. Government agencies, charitable foundations, 
insurance companies and other funding sources want to help rescue 
the perishing and care for the dying. This is where we can see 
both the needs and the results of our efforts. Prevention is 
less exciting, less dramatic and sometimes less obvious as a way 
of giving help. Limited resources go to downstream efforts and 
the problems are rarelv tackled upstream. 

Prevention upstream is not easy. If we consider the 
problems of families, for example, it is difficult to know where 
and how to design clear and valid preventive approaches. 

To a large extent, the problem arises because there is not 
just QQA cause of family tension; there are multiple causes 
(Collins, 1985). Egan and Cowan have demonstrated this in their 
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interpretation of the syBtems approach to helping. The 
individual is influenced by the peer group, work place, classroom 
and family. All of these are affected by social institutions- 
such as the government, the mass media and the educational 
system-and all of this, in turn, is set within cultural folkways 
and mores. 

To prevent problems from developing in the individual and in 
the family, there must be broad community efforts. Dr. Caplan 
made this point on the first page of his book. Henceforth, he 
wrote, "the prevention, treatment and rehabilitation of the 
mentally ill and the mentally retarded are to be considered a 
Cgmfflmiity responsibility and not a private problem to be dealt 
with b individuals and their families." 

Any program of prevention must ask at least three basic 
questions. 

^ What Type of Prevention will We Emphasize? 

According to Caplan, prevention can be of three kinds. 
Primary prevention helps people avoid problems before they even 
get started* Secondary prevention attempts to stop developing 
problems f^rom getting worse. Tertiary prevention attempts to 
rehabilitate people after they have recovered, for example, from 
a problem marriage. 

Primary prevention tries to help couples avoid major marital 
problems. Secondary prevention takes marriages that are 
beginning to develop problems and stops these from getting worse. 
Tertiary prevention could involve work with divorced people whose 
original marriages failed. The tertiary approach seeks to help 
these people learn from their earlier marriage problems and avoid 
similar mistakes in the future. 

Who Will receive Ou r Prev en tive Intervene ions? 

We can try to work with entire p opulations perhaps by 
working to enact laws that apply to everyone. We can focus on 
lOile^tone pppMlations - those who are at turning points in life 
such as the start of a marriage, the beginning of parenthood, the 
crises of middle age, the shift to a new career or the approach 
of retirement. Alternatively, we could focus attention on biah 
risJi pppv4l^t;oQs such as the children of alcoholics, abused 
spouses, grieving mates, unemployed parents or the poor. 

What K inds of Pr ogra m s will We Develo p? 

Some preventive programs are person cente red. Often 
individuals are given encouragement, warnings and specific help 
in anticipating and avoiding future problems. F amily ce ntered 
approaches, as tt\e name implies, work with entire families. As 
an example, we could consider the many communiuy efforts, in the 
United States, to help Asian refugees get settled in new homes 
and localities. 

since the publication of Caplan's book, most preventive 
programs have been conusuaLty c entered . The development of 
suicide prevention "hot lines, »» the establishment of community 
mental health centers or political efforts to reduce poverty are 
all examples. 

If we are to consider ways of strengthening families and 
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preventing family problena, some attention must be given to the 
above questions. 

Normal development and adjustment depends upon the 
continuity of close, affectionate, nurturant bonding between 
parent and child. Armand Nicholi, M.D., psychiatrist on faculty 
of Harvard University: *'lf we know anything about normal human 
development, it*8 that it rests heavily on a close, warm, 
sustained relationship with both parents.** (Nicholi, 1985). 
This was emphasized in the April 1991 issue of Journal of 
Personality 4 Social Psychology which reports findings of a 36- 
year study that links parental warmth, hugging, and cuddling to 
better mental health, work success, marital satisfaction and 
greater inner security (Franz, McClelland k Weinberger, 1991) • 

''Professional relationships can never give a person the kind 
of nurturance, the positive input that a close family 
relationship provides.** (Nicholi, 1985). 

The etiology of non-oraanic poychopatholoav fre quently 
involves a history of dysfunctional family relationships and 
parent a 1 inaccess ib i 1 i ty . "If people with severe emotional 
nonorganic disorders have anything in common, it's that they have 
experienced, sometime in their childhood, an absence of an 
accessible parent because of death, divorce or a time-demanding 
job." (Nicholi, 1985) . 

Substance abuse, suicide, homicide, homosexual orientation 
disturbance, delinquent behavior, unwed pregnancy, poor academic 
performance, and other behavioral problems are found in higher 
rates in children from homes in which one or both parents are 
missing or frequently absent. 

Divorce has detrimental effects on children's emotional 
adjustment, both short-term and long-term (Judith wallerstein's 
research) . Intense loneliness, isolation and feelings of failure 
accompany divorce. 

Since the 1960 *s in the USA, there has been a huge increase 
in the proportion of the population that use nonmedical drugs to 
change their mood, to avoid unpleasant feelings or in response to 
an inability to cope with stress. Dr. Nicholi points out that 
this development paralleled three trends in American family life: 

a. Beginning several years before the onset of the 
rearing practices in the US which shifted child care from parents 
to other agencies. 

b. Cross-cultural studies show that American parents 
spend less time with their children than parents of any other 
nation in the world, with the possible exception of England, the 
one country that surpasses the US in violent crime and juvenile 
delinquency. 

c. The accelerating divorce rate quickly paralleled 
the rise in drug abuse. *'Divorce has left more than half of all 
the children in the US under 18 years of age with one or both 
parents missing*' for a portion of their childhood. 

THE RESEARCH ON FAMILY STRENGTHS 

A large number of quantitative and qualitative research 
studies on the characteristics of strong families have produced 
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parallel results in recent decades, some of these investigators 
are otto, Whitaker, Hill, Lewis, Satis, stinnet. Beavers, 
GoBsett, Phillips, and Curran* An unpublished summary review of 
the research of these various investigator* by Dr. Judson Swihart 
(at the Department of Human Development and Family studies, 
Kansas state University) found that the five characteristics of 
strong families found in common throughout all these 
investigators' research were the rollowing: (1) good 
communication between family members, (2) appreciation expressed 
for one another in the family, (3) a spiritual/religious 
commitment, (4) adaptability and flexibility in the family, and 
(5) clarity of family rules. 

Certainly the family is the cradle of any culture. The 
family is a basic unit in society for nurturing human 
development. Dr. Nick Stinnett offered this insight: 

I would not dream of teaching someone how to play tennis 
by only telling them how nat to do it: "Now you do nfii hold 
the racket this way* You do nfit do a back stroke this way." 
A coach would not succeed if he only made remarks like, 
"This is wrong, don't stand like this, this is terrible," 
while never telling the person How to stand right and how to 
hold the tennis racket correctly. But, unfortunately, to a 
large extent we have done that in the area of family life, 
t'^or example, we've told people what the families of 
delinquents or runaways are like, and we've said, "Now, 
don't let your family be like that." We have not used the 
positive model approach, we have not said, "Here's what a 
strong family is like and your family can work on these 
positive qualities." 

It is extremely useful and perhaps mandatory that every 
psychotherapist have clearly in mind a model of a well- 
functioning family, studies published by a number oi: researchers 
in recent years now make it possible for us to report on the 
characteristics that strong, healthy, adaptive families have in 
common. For example. Dr. Stinnett and his colleagues studied 
over 3000 families who rated themselves very high in terms of 
marriage happiness and in terms of their satisfaction in parent- 
child relationships, other people in the community endorsed 
these families as examples of healthy family functioning. After 
extensive study of these families through questionnaires, 
interviewing, and following protocol of data gathering, the 
researchers found that these families (from North America, South 
America, Switzerland, Austria, Germany, and South Africa) had six 
ma;)or qualities in common. 

1» High degree of commi tment to the f;^inilY 

Strong families are highly committed to one another and to 
their family group. Because commitment is often absent in 
families that seek counseling, the family counselor needs to be 
able to define this desirable quality so that the family can 
begin to grasp what it would mean to have a high degree of 
commitment to one another. 

In strong families, family members are determined to promote 
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each other's welfare and they know they have one another's 
support. This connitnent is measured by the high priority they 
place on family issuee and family life. As Stinnett points out, 
NConmitment is something that is essential to the euccesa of any 
group " whether it's a football team, a business organization or 
a family.** 

A high level of family commitment typically begins in the 
married couple's relationship, where the husband and wife view 
their solemn vow of marriage as a lifelong commitment to one 
another "for better or worse. 

Dr. Ted Ward, a professor emeritus from Michigan State 
University stated: ''A conservative attitude toward divorce, 
usually a religious tenet, vorks toward upholding family 
cosnitment** (Ward, 1985) * 

As Professor Nicholi has pointed out, *<Commitment involves 
many things. It involves the interrelationship between child and 
adult that is extremely complex. It involves identification of 
the child with the parent. It involves all kinds of interactions 
that we understand are necessary in order for the child to 
develop into a mature human being. But little of that complex 
process can take place unless the parent is physically and 
emotionally there, and unless the parent makes a commitment of 
t^me." 

What starts out as a commitment to the marriage relationship 
therefore extends to a family commitment in the parent-child 
relationship after children ere bom or adopted. In family 
counseling, it is often necessary to help family meaibers sort out 
their priorities and see what commitments of time end energy are 
superseding their commitment to the family. 
2 ■ spend time together 

Closely related to family commitment, the second major 
characteristic of a strong family is that they spend a great deal 
of time with one another. When researchers have asked people to 
identify the happiest memories they have of their family life 
during childhood, the majority of their reports represent 
examples of simply doing things together with family members. 
People recall trips to visit grandparents, working together on 
projects with the family, playing games with family members, 
Christmas celebrations with the family, and outdoor camping 
activities. The kinds of things people typically recall do not 
require large investments of money, but instead represent major 
investments in time. Strong families deliberately arrange to 
spend large amounts of time relating with one another. By 
contrast, so many problem families have only superficial contact 
with one another which does not allow for deep and effectual 
human relationships. 

The family counselor is likely to encounter the 
rationalization, ••It's not the quantity but the quality of time 
you spend with a person that is important." Psychiatrist 
Armand Hicholi has argued that this statement is designed to 
rationalize not spending enough time with one's spouse or 
childrens *Time is like oxygen. There is a minimal amount that 
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is needed to survive. Less than that amount may cause permanent 
damage. And I think the same holds true for a child's time and 
exposure to both parents. 

"If we know anything about normal human development, it's 
that it rests heavily on a close, warm, sustained relationship 
with both parents. »»And it takes quantity as well as quality to 
develop warm and caring relationships. »• Nicholi has observed 
that this principlo can also be stated negatively: •'The lack of 
time spent between parents and children is a primary cause for 
the increase in suicide and emotional disorders among children 
and youth in this country over the past few years. 

Psychotherapists need to inform problem families that 
healthy family functioning requires large amounts of time 
committed to one another, without this time for interaction, it 
is extremely difficult to resolve family problems, 
it Have good family co mmunication 

Strong families have been found to practice good 
communication. They are good listeners, and they are skilled in 
expressing their thoughts, desires and emotions to one another. 
This finding of good communication patterns in strong families is 
not at all surprising to the family counselor. Even so it is 
useful for the counselor to point out to families an observation 
made by Dr. Judson swihart (1985), an experienced family 
counselor: "...strong families do not automatically have a good 
communication system. They have to desire it, work at it, 
reevaluate it and consistently maintain it. communication 
requires a constant watchful eye and large doses of nurturing." 

So often in problem families, the family counselor will 
observe harsh, condemning and critical parents who, although they 
may have the best of intentions, contribute to a harsh and 
insensitive communication pattern which is de^^tructive to the 
family member's well-being. 

Because good family communication patterns are hallmarks of 
adaptive, healthy families, a major goal for family counseling 
often involves enhancing relationship patterns and teaching 
families how to communicate with greater skill, effectiveness, 
and love. 

Dr. Grace Ketterman (1985) has identified seven 
characteristics of good communication: 

a. Communicators must have minds open and • idy to focus 
on the present issue. 

b. Communicators need to keep their intellects equal to or 
transcendent over their emotions. 

c. Communicators will be more successful if they avoid 
being judgmental or condemning in their attitudes. 

d. Communicators will be more successful if they learn to 
empathize with each other, but to avoid too much sympathy or 
pity. 

e. Communicators do best when they listen with tneir 
hearts as well as their heads. 

f. Communicators need to keep a clear focus on the goal of 
each transaction. 
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g. Couunicators riMd to find a ■atiafactory balanca in 
tha uaa of aaaartivanaaa and gracioua dafaranca. 
1j Eacpraaa appraciatlon 

Strong faMiliaa axpraaa a graat daal of appraciatlon to aach 
othar; giva aach othar many alncara conpliManta; aaka aach othar 
faal good about thasBalvaa; paychologically build up aach othar. 

Dr. Williaa Jamaa: **...ona of tha moat iAportant huaan 
naada of all...(iB) tha naad to ba appraciatad." 

Dr. Gary Collins: "appraciation, whan axpraaaad, bacosas 
affirmation. If you taka affirmation ona atap fuirthar, it 
bacoBas ancouragaaant. ** 

S> Hava raliaioua involvaidant togathar (aniritual vallnaaa) 

Many raaearchara hava found that strong faailias hava a high 
degraa of raligious oriantation and coanitmant. Dr. Stinnatt 
(1985) raported that thasa faailias typically atata, "God has a 
purposa for our livaa. God is a sourca of atrangth for ay faaily 
and for aa as an individual." 

*'Our avaranaas of God in our day-^to-day life halps us to ba 
less iapatiant with each other, helpa us to get over anger aore 
quickly and helps us to be aore supportive and positive in our 
relationships with each other." 

Spiritual values such as love, kindness, tolerance, and 
support tend to pronote positive family relationships. Strong 
families usually go to church together, have family devotions at 
home, and encourage nne another in their common faith. 
Researchers found thav higher levels of religious involvement are 
associated with higher, levels of satisfaction in marriage. 
Because a strong spiritual commitment is typically found as a 
characteristic of strong families, pastors are in a particularly 
advantageous position to serve as family counselors. Family 
therapists should encourage the positive spiritual growth and 
development of the families they are counseling as a primary 
goal. 

All family therapists encounter families in which the 
individual members adhere to a variety of world views and are 
consumed with a variety of preoccupations. With the 
intensification of media influences on individuals and the 
diversity of programming in television, radio, and printed 
matter, we now have a situation in which no single mentality 
characterizes all dysfunctional families. Many poor families or 
families in the Third World may be primarily preoccupied by 
survival issues or by concerns for justice and political 
liberation. Middle-class North American families and many 
European families may be essentially pursuing various 
preoccupations related to the impoverished values of "personal 
peace and affluence" as Dr. Francis Schaeffer has labeled them. 
Different familieo as well as different individuals in the same 
family can be caught up with differing problems and 
preoccupations depending upon their individual beliefs and life 
circumstances. 

In turn some of the family's life circumstances have been 
created by the immoral choices made by the family members. Other 
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unfortunate life circumstancea are a general result of other 
sources of problems. For example, some family members may suffer 
from the effects of alcoholism or drug abu:*e brought on by a 
sequence of deliberate choices by a familv member, children may 
suffer from the emotional deprivation resulting from a decision 
by a parent to divorce or from some other tragic circumstance. 
Victims of family violence suffer from the wrong choices made by 
the violent perpetrator* Individuals may experience depression 
and anxiety in response to a family member's chronic practice of 
sinning against them. Low self-esteem, insecurity, and financial 
struggles are often by-products of the sinful choices of family 
members. Because the family is such an intimate environment, *-.he 
sin of one member can ultimately affect and trouble the relatives 
of the sinner. 

Strong families usually go to church together, are involved 
in church activities, have family devotions and prayer. 

Research on the relationship of religious affiliation to 
divorce rates found (see review by Larson, 1985) : 

a. When both spouses were Jewish, the divorce rate 
was 5.41 less than the total mean; 

b. When both spouses were Catholic, the divorce rate 
was 3.8% less than the total mean; 

c. When both spouses were Protestant, the divorce 
rate was 1.2% less than the total mean; 

d. When one spouse was Catholic and one spouse was 
Protestant, there was a divorce rate 5.2% above the total mean; 

e. When the wife was Protestant and the husband had 
an "other" religious denomination, the divorce rate was 12.21 
above the mean; 

f. Spouses with "no religious affiliation" had 
divorce rates similar or higher to those with "mixed marriages." 

Harried couples rating themselves as "very religious" have 
higher "barrier strengths" against divorce and have far lower 
prevalences of separation or divorce than there is among the less 
religious (Larson, 1985). 

Empirical studies have supported the hypothesis that married 
people who attend church frequently are more satisfied with their 
marriages than those attending less frequently (see Larson's 1985 
review) . 

Research by Berkman and Syme (1979) studied 2.200 men end 
2,500 women at nine years after initial assessment, and found 
that the nonmarried males died younger than did the married males 
in all age groups; also male and female church members in all age 
categories lived longer than did nonchurch members. 

Comstock and Partridge (1972) studied arteriosclerotic 
problems in the cardiovascular system — a leading cause of death 
and hospitalization in the US, and fr^und religious involvement to 
be protective for arteriosclerotic disease: They found almost 
two t lines greater risk for mortality for both males and females 
who attended church less than weekly compared to weekly or 
greater church attenders. 

Zuckerman, Kasl and ostfeld (1984) conducted a case- 
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controlled study of an elderly population and found that the less 
religious had mortality levels twice those of the more religious 
after a two year follo%mp. 

A fanily-studies professor at Kansas State University, 
Dr. Walter SchuouD, has convincingly denonstrated how this 
characteristic of a strong spiritual coit»it»ent is the foundation 
for all the other qualities that sake families strong. A 
spiritual coBunitnent usually underlies connitnent to family. And 
genuine commitment to family is translated in everyday living in 
terms of the amount of time families spend together. The strong 
spiritual commitment also motivates (1) the love family members 
have for one another, (2) spending time together, and 
(3) expressing appreciation for the family. The combination of 
those three factors provides the foundation for the development 
of a good communication pattern. A solid communication pattern 
combined with spending enough time with each other assures strong 
families they can then develop strong problem solving skills - 
which is the sixth major characteristic of strong families. 
6. solva problena and crises 

Stinnett (1985) found that strong families experience crises 
like any other family but the distinctive feature they have is 
the reaction of consciously pulling together to cope with 
problems th*iy encounter. Instead of letting a crisis or source 
of stress drive family members apart, the strong family deals 
with bad situations and stressful times in positive, constructive 
ways. Family members help one another and function as a support 
system. 

William Wilson, MD, Emeritus Professor of Psychiatry, Duke 
University Medical School reported: "Effective crisis management 
in the family has these components: 

a. The family has a realistic perspective of the 
event that does not view the crisis as more or less than it 
deserves; 

b. The family has not cut itself off from adequate 
support structures; 

c. The family effectively mobilizes resources and 
makes sacrifice when necessary; 

d. The family has the ability to anticipate the 
future and reorganize to meet it; and 

e. The strong family has a philosophy to live by that 
gives hope** (Wilson, 1983) . 

Wilson (1985) defined a crisis as a functionally 
debilitating state that results from an individual's reaction to 
some event perceived to be so dangerous that it leaves him or her 
feeling helpless and unable to cope effectively using usual 
methods. 

Symptoms of an unresolved crisis: Tiredness and exhaustion, 
loss of sleep, a decrease in sex intfest, feelings of 
inadequacy, uncertainty about the fut;. -e, worry, sighing 
respirations, irritability, loss of 1 .terest and a feeling of 
being trapped. These symptoms are ^^sociav.ed with most stress 
syndromes. 
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One-half of personal crises have origins in the family. 

Joan Jackson has listed some of the factors that operate in 
a family's adjustment to the stress of alcoholism. She has 
diagrammed these to illustrate how they interact to produce 
family inadequacy and thus increased susceptibility to stressful 
events. The crisis develops because of the inadequacy. 

The factors that contribute to the development of crisis 
are: (1) inadequate interpersonal relationships, (2) cultural 
diversity, (3) conflicting roles, (4) economic and other 
pressures, (5) class membership pressures and (6) unrealized 
aspirations. Professor William Wilson contends that Jackson's 
conceptualization is applicable to the development of all crises. 

Types of crises that affect the family (classified) : 

a. Dismemberment (e.g., death of a loved one, 
hospitalization of a child or spouse, separation caused by war); 

b. Accession of another family member (e.g., unwanted 
pregnancies, the return of a deserter, the addition of a step- 
parent, some war reunions, some adoptions, etc.); 

c. Demoralization of the family (e.g., nonsupprrt, 
infidelity, alcoholism, drug addiction, delinquency, disgrace); 

d. Demoralization ^lua dismamberment fi£ accesaion 
(e.g. , illegitimacy, runaways, desertion, divorce, imprisonment, 
suicide, homicide, institutionalization for mental disorder) ; 

e. Stress from status shift s (e.g., sudden 
impoverishment, prolonged unemployment, sudden wealth and/or 
fame, refugee migrations from perse utions, disasters). 

Degree of stress caused by types of crises: 

a. Accession is the most stressful for family 

b. Demoralization alone or in combination with 
dismemberment and accession ranks next in severity 

c. status shifts are least stressful 

Several Lactors have been shown to give rise to harmonious 
family life that results in children of worth (Wilson, 1985) : 

a. The most critical is that husband and wife love 
each other; 

b. There must be order in the home; 

c. Roles must be well delineated, complementary and 
traditional ; 

d. Discipline should be just, not harsh: 

e. Parents should subscribe to traditional values, 
live by them, and teach them to their children; 

f. Parents should have a philosophy to live by that 
makes a favorable difference In their lives. 

Dr. Stinnett's (1985) research found that strong families 
r.ealt with crises by: 

a. Working together manually and/or discussing the 
problem among themselves; 

b. Praying and having faith in God; putting their 
sp ritual values into practice in working together; 

c. Receiving comfort, encouragement and understanding 
from immediate family, relatives and friends (accomplished 
through phone calls, visits, cards, flowers, material help or 
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aanual aid) . 

The family counselor should encourage the family to identify 
deficits in these areas of family strength and to work toward 
increasing the qualities which promote family wellness. 

The Tragic Wflolec t of Prevention 

The escalating percentage of children with severe emotional 
disturbances is symptomatic of serious deficits in the American 
culture which result in family dysfunctions and Jivorce. There 
is an obvious need for major prevention efforts on a national 
scale which should accompany any new treatment initiatives. 
However, we need to remember that the sponsoring organizations to 
H.R» 1197 expect to benefit from an exclusive symptomatic 
approach and would expect losses to their special interests, if 
the prevention approach were widely applied and became 
successful. This is part of the professional turf issue that 
Gov. Wilder from Virginia testified about as the lead witness to 
this hearing. Unless we, as a nation, address the underlying 
value crises and moral vacuum underlying the family dysfunctions 
that cause serious non-organic mental disorders in children, the 
percentage of American children suffering severe emotional 
disturbances could continue to outstrip our capacity to fund and 
to staff mental health services needed, while at the same time 
indefinitely benefiting the members of the mental health 
professional associations sponsoring this legislation. 

The Kind of Prevent ion Necdec^ 

Many serious marital and child development problems could be 
prevented or corrected in early stages if families were better 
equipped to recognizs family strengths and to build upon those 
strengths. Many needy marriages would benefit from learning 
about the successful and coping practices used by families with 
high levels of well-being. There is a glaring need for more 
prevention and family life education to off-set the need for 
expanded governmental financial support for remedial social 
services for child victims of broken families. The escalating 
rate of increase in broken families might tax our natural 
resources to the limit if we fail to find solutions to mending 
marriages and strengthening existing families because of our 
preoccupation (such as we see in H.R. 1197) with the remedial 
task of providing services to the victims of broken families. 
The Federal Role Proposed 

The federal role needs to be reconceptual ized to analyze 
family impact variables, to determine the impact of national 
policies, regulations, taxation and legislation upon families, 
and to publicize how successful marriage and family life works. 
Strategic funding should be appropriated to the Office for 
Families in the Department of Health and Human Services with the 
mandate to develop family life education materials based upon the 
values of the desirability of marital permanence, with sexual 
relationships reserved exclusively within marriage and the 
importance of the continuity of parental care for children. 
These materials could be provided to and disseminated by private, 
local community service organizations (including scouts. 
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volunteer city service clubs, PTASi churchee, synagogueB and 
social agencies). Marriage enrichnent and parent education 
curricula that promote the moral values and skills possessed by 
strong American families should be identified, developed, 
evaluated and disseminated by the U.S. Office for Families to 
existing social support networks in local communities. 

Research indicates that family connections with local 
support networks decreases demand for use of a variety of 
governmental social services. Research has established a high 
correlation between religious commitment and family commitment; 
this finding underscores the strategic importance of encouraging 
the work of religious institutions with family education and 
their involvement with natural helping networks for families. 
Volunteer resources can be activated by providing effective 
preventative educational materials for local programming to 
enhance marital satisfaction and parental competence, nurturance, 
and human problem**solving skills. By promoting dissemination and 
widespread utilization of demonstration project findings on 
building family strengths, the federal role could effectively 
facilitate private and local agency efforts to prevent family 
breakup, thereby promote more stable and adaptive child 
development, and thereby prevent much of the serious emotional 
disturbance experienced by American children. 
Family an d Life E ducation' Interaenerational Networ>;s and 
Community Groups 

Research with families (Stinnett, 1985} identified six 
characteristics of strong families: 

1. Knew how to express appreciation to one another. 

2. Knew how, and spent time together. 

3. Had skills in family communication. 

4. Had a high degree of commitment to the idea of family 
and to their own family. 

3. Had a high degree of religious orientation. 
6. Had the ability to deal with crisis in a positive 
manner. 

These characteristics of strong families can be threatened 
by rapid social change. They can also be cultivated and enhance d 
by effective education, intergenerational networks, self-help 
groups, and cooperation between public and private organizations* 
There is need to communicate to families ways in which the 
characteristics of strong families are developed and expressed in 
families at different life-stages, e.g., families with young 
children, familip-^ with adolescents, families in middle years 
with grown children and frail elderly. Brammer and Abrego (1981) 
and Danish (1981) have emphasized that some families need help to 
prepare for and creatively move through the developmental 
transitions of the family life span. They stress that parenting 
and other life events can be anticipated and offer opportunities 
for enhancement through presenting models and skill building 

Family life (and parent) education programs communicate an 
expectant belief that each family unit has within it dormant 
capacities for coping with transitions. In spite of their 
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coping capacitioa, many fanilie* get blocked at transition 
pointB by employing repetitive patterns that maintain the 
fa»lly system, resisting family adaption and development. 
Experimental (parent) education programs help families draw 
upon creative resources inside and outside of themselves to 
find new wa>s to 'develop through' difficult transitions. 
(Brammer and Abrogo, pp. 19, 31). 

The family is a social organism whose potential is sometimes 
uncultivated, or is only partially actualized, because its 
members — having grown up in it~do not recognize its identity, 
nature and purpose. Some may take it for granted, others may 
think its circumstances cannot change. The vitality of a social 
organism is dependent upon the care and attention its members 
give to its maintenance and well-being. That is, a social 
organism serves its members best as they in turn serve it 
(Yankelovich New Rules. 1931). We need to help families 
recognize the moral values that promote positive relationships 
and to recognize their family strengths and their roles as the 
integrating influence for their members. The Carnegie Council of 
Children (Keniston, 1979) pointed out that today's parents are 
frustrated by the great number of socializing institutions which 
seem to be directing the lives of their children. 
Empowering Parents 

"As a result, the parent today is usually a coordinator 
without a voice or authority ... if parents are frustrated, it is 
no wonder? for although they have the responsibility for their 
children's lives, they hardly ever have the voice, the authority 
or the power to make others listen to them" (Keniston, 1977. 
1, 18). 

Keniston and others (White, 1979; Spock, 1980) emphasize 
that we need to provide proper guidance and encouragement for 
families to affirm and perform their role as the primary teaching 
and support institution. White declared that we need "to 
recognize that the first priority is to prepare and assist 
families as the child's first educational delivery system" 
(White, 1979, p. 193). Spock (1980) suggested that the 
proliferation of information about parenting has sometimes 
confused parents and caused them to lose confidence. Keniston 
(1977) stated "Americans today wonder whether they are doing a 
good job as parents, but are unable to define what a good job is. 
In droves they seek expert advice" (p. 2). Alison Clarke-Stewart 
(:978) estimated that 23,000,000 parenting and child-rearing 
primers had been bought in a five year period. 

In October 1981, for the first time, the professional 
periodical, ramilY filiations? Journal of Applied Family and 
Cniiq studies devoted a special issue to Family Life Education. 
It underscored the fact that there is a growing body of 
information on family life and a growing interest in developing 
family education programs. Hv/jever, there is a problem of 
getting the information to the families. Families do not have 
time and/or they sometimes encounter other logistic or 
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psychological problems that keep then from attending special 
meetings for family education and consultation (Cromwell & 
Cromwell, 1980). Our strategies need to be improved for taking 
family education resources into gatherings and eucational 
activities in which families are already participating, e.g., 
churches, schools, health centers, cooperative extension. Our 
emphasis must be on enhancing the strengths of families and thus 
preventing pathologies, rbther than directing our energies toward 
the pathologies. However, in our program of prevention, we need 
to keep in mind the pluralism of our society. While 
characteristics of strong families are similar, Herbert Otto 
(1979) has demonstrated that the modes of developing and 
experiencing that strength will vary with the culture* 

At the University of Minnesota, the work of McCubbin (1980) 
and others is demonstrating that: 

The convergence of two parallel lines of research, the 
study of family strengths and the study of families under 
stress, appears to have potential in advancing our 
understanding of family behavior under a range of 
circumstances. . .The picture of fam.^ly strengths which 
emerges from this research is twofold. First, family 
strengths are viewed as having an active dimension commonly 
referred to as coping. Second, this active process includes 
the family's transactions with the community, und the 
procurement of social support from neighbors. . .we appear to 
be moving toward a more dynamic model of family strengths 
which take into consideration not only what the family has 
internally and how it manages available strengths and 
resources, but how it interacts with the community in 
securing a vital social resource called support. (p. 189) 

What McCubbin and other researchers (Burr, 1973; Hansen & 
Hill, 1964? Hill, 1949) are pointing out is that supportive 
interaction and shared information between family members and 
others in the community are protective against the adverse 
consequences of life stress. In his presidential address to the 
American Psychosomatic Society, Sidney Cobb (1976) stated "We 
have often seen strong and quite often hard evidence, repeated 
over a variety of transitions in the life cycle from birth to 
death, that shocial support is protective. .. that adequate social 
support can protect people in crisis from a wide variety of 
pathological states; from low birth weight to death, from 
arthritis through tuberculosis to depression, alcoholism and 
other psychiatric illnesses. . .We should start now to teach all 
our patients, both well and sick, how to give and receive social 
support" (310, 312) . 

The remarks of Dr. F. Ivan Hye (1980) underscore the 
emphasis of this proposal by commenting on his research on 
runaways. 

The research on runaways highlights the need for effective 
parent-education program in the United States. it will be 
most effective if it can be timed when the young people 
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become par«nt« — wh«n they feel a need for infonaation, and 
can ianediately apply its principles. It needs to be based 
on valid theory and research. The preparation of valid 
parent-education materials requires tine to search the 
professional literature exhaustively and care in 
organization and writing. Fainlly, as valid* effective 
materials are available, the means must be developed to 
disseminate them effectively to parents rearing children 
(p* 238) . 

Urie Bronfenbrenner (1979) pointed out t the field of 
children *s service i.'^ one sided in that it » far more about 

children than about how to strengthen the environment around 
them. The Task Force on Families of the Extension Committee on 
Policy recently outlined the importance both of providing 
eucation to families jind to the agencies that work with families 
(ECOP, 1981; Daly, 1981). 
Family Life Educators Needed 

The key concept emerging from both research and practice is 
that in each community there needs to be a family life educator 
or family life education center that gives leadership to the 
community. The leadership will help the community to assess the 
kinds of resources that are currently available for families, it 
will help develop coordination among the different programs 
offered by various groups for for strengthening families, so as 
to gain maximum efficiency for the family life program efforts in 
the community and also to identify areas of family need that are 
not being addressed. 

Various professions and community groups need assistance to 
relate their activities to the creative millieu present in strong 
families. Those professions and groups need assistance to 
recognize the strengths in other supportive networks of which 
families are a part. Self-help networks and more formal 
institutions, such as churches and schools, join together with 
families in maintaining a climate for growth and the 
actualization of a moral life. 

The Symptomatic Approach of H.R. 1197 vs. The Preventive Approacn 

What is the percentage of funding proposed in H.R. 1197 for 
the symptomatic approach vs. the preventative approach? Frankly, 
only an insignificant proportion of Federal spending for mental 
health services really addresses prevention. As Gov. L. Douglas 
Wilder of Virainia pointed out, often it is the parents who need 
help to deal wiv.. their children, and it is not the child alone 
requiring an intervention. I agree with Gov. Wilder that Federal 
funds should be redirected to preven tion anc^ earlv interventior^ 
a pproaches. Taking a symptomatic approach by itself will create 
a permanent mental health clientele in the same way the ill- 
conceived welfare programs have created a perpetual clientele. 
For example. Federal requirements for welfare that restricted 
benefits to children of one parent families were found to 
destabilize marriages in poor families because the father knew 
that his child could receive Federal benefits if he left the 
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child's mother. If we fund only the synptouatic programs, we 
will have the same dismal results that the welfare program has 
had for the last several decades. Congress ought to be insisting 
on primary emphasis on prevention approaches, not proposing these 
same tired old programs that primarily treat the symptoms while 
largely ignoring the prevention of the underlying family 
problems* The symptomatic approach is wishful thinking. What we 
have in this old approach is a profound failure to understand 
hiiman nature and motivations. 

Take for example, the moral failure of so many fathers in 
American society to provide for the emotional and financial needs 
of their children* The symptomatic approach, which is often 
tragically needed in so many cases, would point out that there 
are factors which can mitigate the negative influence of a 
fatherless home. The presence of a father substitute has 
generally been found to counteract, to a certain extent, the 
effects of paternal deprivation (Matthews, 1976; Sutton-Smith, 
Rosenberg & Landy, 1968) . For example, Santrock (1970) found 
that fathers' absence in black i:re*school boys was significantly 
related to femininity, dependency and lack of normal aggression, 
as compared to father-present controls. However, the boys whose 
fathers were absent and who had a father substitute where 
significantly less dependent that the father-absent boys who had 
no father substitute. 

Another factor which has been found to lessen the effects of 
paternal deprivation is a positive attitude toward the father and 
towrd men in general on the part of the mother (Biller & Baum, 
1971; Matthews, 1976). 

Referring to an analogy between family wellness and the 
physical wellness in the human body, we know that it is possible 
for a person who has lost a leg to move about in society with the 
help of crutches. With extra effort, the arms thereby partially 
compensate for the missing leg. In the samn way, there are ways 
in which families are able to compensate foi the absence of a 
father. The research, suggests that an active and costly 
substitution is occurring so that features of the missing father 
role are taken by other individuals such as an uncle, 
grandfather, older brother, or family friend. Furthermore, 
government welfare dollars are often spent as a substitute for 
the loss of income caused by the father's absence. 

While there certainly are families without fathers who come 
through with "flying colors," thiii is done by compensating with 
real efforts, much like the person with a missing leg who 
perservers . 

The fatherless families that "make it" are those who have 
preserved in heroic fashion in the face of the family *s 
limitations and associated adversity, much life the way Helen 
Keller achieved so much without eyesight or hearing. To say that 
many children raised in a single-parent home can become well- 
adjusted, productive citizens is true because compensation is 
possible, but it does not tell the *^hole story. The same can be 
said of blind people — that they can live well-adjusted. 
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productive lives. But both the blind person and the fatherless 
child have Hissed something very desirable and crucial that could 
have enriched their lives and Bade their adjustment much less 
difficult and costly. 

It is time to recognize that the family is indeed the 
primary resource system for the child, and where both parents are 
alive, the child generally has an easier time adjusting 
emotionally with the active involvement of both parents. 
Therefore, any approach to treat the "symptom" of child emotional 
disorder should be combined with preventive interventions to 
address the underlying family problems which generate non-organic 
child mental disorders. We should not continue to fund programs 
which treat the child as though the child is independent of the 
family system. We must address the major moral problems creating 
the family problems which are tragically all too common in 
American culture at the current time. Families in American 
society are falling apart and will continue to fall apart unless 
we empower the moral base of our nnnimtv that promotes marriage 
and parental responsibility. 

Any legislation which would merely fund increased community 
based mental health services for children in the absence of 
significant evaluation research and in the absence of a major 
prevention component would only be a short sighted bandaid 
approach. The suffering children certainly need more treatment 
aa close to their homes as possible, but even more urgent is the 
need for prevention efforts to stem the tide of the escalating 
numbers of emotionally disturbed children. 

By analogy, it is only humane to help feed, house and 
protect the Kurdish refugees from Iraq, but the US State 
Department would be foolish and Dlind if it restricted its 
efforts exclusively to that symptomatic problem. Indeed, the 
larger and more fundamental task that President Bush and 
secretary Baker are pursuing is a more comprehensive and enduring 
peace in the Middle East to end or at least reduce the number of 
conflicts that produce the hungry and homeless refugees. 

Similarly, we need to aggressively pursue peace for the 
American family to greatly reduce the extent marital conflict 
and parental inaccessibility that produces the emotional "famine" 
for so many American children. 

As you consider legislation to treat seriously emotionally 
disturbed children "close to home" I urge you to not limit 
yourselves to considering the worthy but inadequate goal of 
treating emotionally disturbed children — that is the symptomatic 
approach which potentially perpetuates mental health care 
indefinitely. Instead, we should be asking, "Who is at home?" 
and "Who is helping the parents provide for their children's 
emotional needs?" and so I recommend a primary emphasis on 
stemming the tide through prevention by creating the best social 
and economic climate for promoting strong families that are 
"child-friendly" while simultaneously investing more in 
evaluation research on comparative treatments of the seriously 
emotionally disturbed children in need of treatment near their 



If;;* 



ERIC 



165 



hones • 

gioht: ProPQsa jl f to Inteorata P revantLion. 
Yn1:^rv#nfctQn and Raa^arch 
It is my hops that Aissrica's leadsrs will sow soma seeds of 
prevention that might strengthen family life in our generation 
that will reap a fruitful harvest of family stability, marital 
success and a nurturing environment for the future children of 
our nation. To this end, I propose eight specific, practical 
proposals to help make American families "child-friendly. •« 

(1) I agree with earlier testimony and Congressional 
remarXs that ••administrative costs" are a problem and 
for this reason I would recommend deleting the creation 
of new state agency bureaucracies as is proposed in 
H.R. 1197 which would not necessarily be directing 
dollars to needy families with their children. Instead 
X would propose that what the states need are block 
grants instead of categorical grants for children's 
mental health services in order to provide the kind of 
flexibility that Governor Wilder explained is 
necessary. Each state can determine its own unique set 
of local needs and best address those needs with 
flexible block grants. For example, in my State of 
South Carolina, the Department of Mental Health already 
has an innovative emphasis on community treatment of 
children as c* oso to their home-j as possible, and could 
benefit from core flexible b\ock grant funds from the 
Federal government. 

(2) There exists limited research comparing the 
effectiveness of different types of mental health 
services for seriously emotionally disturbed children 
and there has been inadequate research attention given 
to the potential of family involvement in 
psychotherapeutic intervention. Therefore, I propose 
that more research be funded on children's mental 
health services to determine the differential degrees 
of effectiveness of various strategies to treating 
disturbed children in their home communities. Instead 
of the massive funding of inadequately evaluated 
programs proposed by H.R. 1197, I recommend funding of 
some smaller pilot projects to first demonstrate the 
effectiveness of various models of community-based 
mental health services for children, because there have 
been few comparative psychotherapeutic intervention 
studies of this type. This type of research is 
necessary prior to massive funding a national program 
of mental health services for children in order to 
avoid needless waste of resources on unproven treatment 
programs. These research studies should include flACiy 
identification of problem families and prevention of 
mental disorders in children. 

It is both compassionate and in society's vital 
interest to discover how to build and restore strength 
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into Axerica^s faniliea. Frankly , the absence of the 
father is increasingly posing one of the most common 
and tragic weaknesses of American families, placing 
increasing numbers of children at a substantially 
greater risK in their development and vell*being than 
other children living with continuity with both parents 
in a strong family. 

Our shared cultural valuee mandate compassionate 
help for hurting and needy families. But at the same 
time, an ''ounce of prevention'* is worth more than a 
pound of cure in serving families. A tremendous amount 
of child suffering and family distress could be 
prevented by a national agenda to restore social 
expectation and piODlic policy that support the 
continuity of fathering in families. 

As the 19808 dawned, there was beginning to be a 
rising appreciation for the fact that prevention is 
both more humane and more economical than remediation 
alone. Central in any thought of prevention is the 
place of the family. The family shapes the attitudes 
and practices of children and provides the basis of 
support and identity for adults. 

Fresh, new national leadership is needed at 
exactly this point* For too long, American society has 
attended to the individual needs of the children of 
fatherless homes and the plight of the single parent to the 
neglect of the family system bfeforfi its breakdown. The 
result has often been only a partial symptomatic relief, or 
a "band-aid" approach which neglected the root problems in 
the original family unit itself. Isolated categorical 
government programs — such as those for unwed, pregnant 
teenagers, runaway youth, school drops outs, juvenile 
delinquents, or childhood adjustment problems — as important 
as they are — simply have not typically met the total family 
need which generated the individual problem in the first 



(3) We know that it is not effective to exclude families in 
treating children, therefore, federally funded programs 
should require family interventions including family 
education and family therapy. Data from the South 
Carolina Continuum of Care for Seriously Emotionally 
Disturbed children indicates that the vast majority of 
such children are chronic cases in their adolescent 
years. What is necessary is a family based treatment 
approach which focuses on earlier identification as 
well as earlier intervention in the younger childhood 
years. We should not invest the majority of funds in 
treating disturbed adolescents when massive numl^ers of 
younger children are simultaneously developing similar 
problems which receiving little or no effective 
treatment. It would be more humane to treat these 
younger children before they become seriously disturbed 



place. 




167 



i^nd prevent th« severe problene suffered by the older 
adolescent cases* 

Coinciding with the 20th century phenomenon of 
governnentally funded , professional services for child 
problems, there has bi*en a parallel tendency for 
families to delegate more and more df its functions to 
outside institutions. For example, the health needs of 
a family might be inappropriately delegated eni irely to 
the health care system and physicians, thereby 
neglecting the proper parental roles in preventative 
measures for health maintenance. While professional 
services can be effecrively used by parents who 
maintain their own primary involvement and 
responsibility for their children's welfare, the 
attempts by many parents to massively delegate or 
abdicate parental responsibility to government, 
professional and community programs has not proven to 
be an effective substitute for family well-being and 
parental accessibility. 

The parental role is central in encouraging youth 
and in providing for their needs for the largest 
portion of mainstream American families. For example, 
the parenting practices of many families promote a 
work-orientation and successful job accjuisition and 
employment retention by youth, and other families could 
benefit from the identification of those practices and 
the widespread application of those practices. The 
needs of child and youth development and the goal of 
prevention of serious mental disorders will be best 
served by reinforcing the value and central ity of the 
stable family unit and parental role. Marriage 
relationships and parenting roles sail be strengthened 
to give children and youth more confidence, self- 
respect and competence to succeed in today's world. 

Many serious human development problems and 
marital conflict could be prevented or corrected in 
early stages if families were better equipped to ' 
recognize familv strengths and to build upon those 
strengths. Many needy families could benefit from 
learning about the successful and preventative 
practices commonly used in families with high levels of 
marital satisfaction and well-being. 

The initial step toward eventual disseTnlnation of 
information on building strongar families woud be to 
gather research and family life education materials 
which identify relationship factors of success^ful 
marriages and families. For example, the parenting 
practices of many families promote a •.;orK-orientation 
and successful job acquisition and employment retention 
by youth, and other families could benefit from the 
idenvlf icat ion of those practices and the widespread 
application of those practices. 
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Th« root problra of many categorical dysfunctions 
(such as prsgnant tsans or runaway youth) ia in tha 
fanily ayataa, including tha aarriaga ralationahip* To 
addraaa all aocial aarvica afforta to tha raaadiation 
of tha categorical problem of aavera emotional 
disturbance can conatitute only symptomatic relief, 
rather than addraasing the underlying family need. 

There has been a parallel tendency for familiea to 
delegate certain functiona to outaida institutions. 
For example, the health needa of a family might be 
inappropriately delegated entirely to the health care 
ayatem and physiciana, thereby neglecting the proper 
parental roles in preventative aeaaurea for health 
maintenance* Parent education curricula on family 
health need to be catalogued in order to foster greater 
dissemination to voluntary/private local community 
organizations. 

The federal government has a potentially strategic 
role in promoting the efficient gathering of 
informational resources on how marriage relationships 
and parenting rolea can be strengthened to give 
children and youth more confidence, self-respect and 
competence to succeed in today's world. The parental 
role is central in encouraging youth and in providing 
for their needs for the largest portion of mainstream 
American families. The needs of child and youth 
development and the goal of prevention of serious 
dysfunctions will be best served by reinforcing the 
value and central ity of the stable family unit and 
parental role. 

Often, there are strong and effective resources 
available froa a variety of sources, which exist in 
"bits and pieces" in various places around the counti*y. 
Unfortunately, the local volunteer community worker 
(such as scout leader, church education director or 
youth leader, or PTA leader) does not typically have 
the awareness of the availability of these family life 
education materials, nor the time to put them together 
in a sequence of programming which could serve to 
better equip families to prevent problems. Therefore, 
there is a need for an informational resource center to 
gather this strategic set of materials, to catalogue 
them, and to thereby increase accessibility of the 
materials already available. 

A federal information resource center could also 
gather data and research study results on variables 
which have an impact upon marriage and family life, 
with an emphasis upon the preventative goal for 
improving family life in America. 

It is important for families to have continue 
guidance concerning ways to achieve a successful 
marriage and family life. That guidance should 
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include: 1) nod«la illustrating fasily strengths, 2) 
opportunities to develop neceeeary ekills/ and 3) 
opportunities to consider developnental changes in 
their fanilies and in the culture around the». This 
may be done in separate faaily life programs. It will 
most frequently be done as different agencies and 
groups in the community interact with families and 
family members in the normal course of life events, 
e.g.f children entering school« middle-aged parents 
considering retirement. Therefore ve need to assist 
those agencies to be prepared to provide appropriate 
marriage and family education resources to the families 
they encounter. 

There is a growing body of information on family 
life and a growing interest in developing family life 
programs. However, there is a problem of getting the 
information to the families. Families do not have time 
and/or they sometimes experience the psychological 
obstacles to come to special pr->grams in the community 
on family life education (Cromwell). The most 
effective strategy seems to be to take family education 
into gatherings and educational activities in which 
they are already participating. 

Efficient and useful training materials could be 
developed and made available to community leaders to 
assist them to develop family life education programs. 
Their programs would help families affirm and develop 
their own strengths and become prepared for 
establishing and maintaining family support systems as 
part of the larger community. 

New family life education approaches could be 
developed and promoted across the nation (a) to foster 
family self-sufficiency, (b) to help promote the moral 
values that preserve marriages and promote family 
stability, (c) to help prevent neglect, abuse, or 
mistreatment of vulnerable family members, (d) to 
promote family care for independent living as an 
alternative to institutionalization where possible, and 
(e) to stimulate the improved use of private voluntary 
organizational resources to deliver human services to 
families experiencing crises or stress. 

To decrease the number of broken families, we need 
(a) to promote local service delivery to families which 
is effective and cost efficient, (b) to facilitate 
family life education program evaluation (c) to train 
local community leaders in marriage enrichment 
education, (d) to develop model curricula on 
strengthening families for potential nation-wide use, 
and (e) to build the capacity o^ local organizations to 
meet human and family needs, instead of turning to 
governmental services. 

Many of the existing privately-supported community 
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aervice organizationa have historically bMn intarMted 
in preventative! educational and "wellneBi** huaan 
services. However, they could be better equipped to 
serve families if training "packages'* on parent 
education were nore readily availablei and if a nation- 
wide training program were available on a regional 
basis to train volunteer coauBunity leaders to conduct 
marriage enrichment and parent education workshops and 
seminars on the themes of prevention and building 
family strengths* 

So, with proper training curricula (printed, film 
and/or videotape), plus training sessions for workshop 
leaders (church youth directors, scout leaders, PTA 
leaders, charitable organization volunteers), existing 
private organizations could provide training services 
to better equip married parents to build family 
strengths and competence and to thereby prevent many 
occurrences of child and youth dysfunction. 

Child development research supports the vital need 
of children to have competent parents providing for 
their needs. Parental nurturance, love and involvement 
with providing resources (emotional, educational and 
economic) to children are of primary importance. 
Preventative premarriage education and parent education 
programs carried out by local volunteer community 
leaders could be vi\:ally supportive to that pivotal 
parental role. In this way, parental competence can be 
highlighted, more effective parental responsibility for 
their children's welfare can be promoted, and the 
incidence of divorce and separation could be decreased. 

By providing effective program packages that 
stimulate volunteer leadership in family life 
education, there will be an increased responsiveness of 
the private and voluntary sector to the needs of 
families. 

By direct practical educational opportunities for 
voluntary community leaders to learn how to use family 
enrichment education materials, there will result an 
increased family access to useful and relevant 
information which will enable them to more effectively 
cope with stresses upon the marriage relationship and 
parenting role. 

By providing community service organizations the 
training materials for parents together with wor)<shops 
to train the trainers, the efforts of thosp community 
service organizations will be increased to a 
volunteers in child, youth and family servx^^a. 

And by providing these regional volunteer training 
sessions on the use of family life education materials 
across the nation, the result will be an anticipated 
increased in the involvement of the private and 
voluntary sectors in developing workable alternatives 
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which will ultimatoly reduce the need for programs 
serving children, youth and families. 

The best training materials need to be identified 
from among those successfully u-^od in some local 
communities already. This woula enable the widespread 
application of the same materials in the other 
communiti<2s of the nation. 

The training packages on the parenting role may 
need to be compiled in different fonaats for various 
constituencies, to be maximally available and useful. 
Part of the assessment of the available marriage 
enrichment and parenting materials would take this 
factor into account, thereby providing several optional 
formats for the curricula assembled. 

While there is growing activity in marriage 
enrichment and family life education around the 
country, people at the grass roots are largely unaware 
of the materials. And when they encounter one set of 
materials they do not know what else is available and 
therefore they often feel concerned about using it. 
They need an opportunity to know the ranqe of materials 
that are available and how to choose and relate tne 
materials to their particular constituency* 

In an article setting forth the importance of 
making family life education available through the many 
avenues and orqanizations where families are normally 
encountered, the Guerneys (1981) listed such agencies 
as The National childbirth Association, l.a Leche, 
family service agencies, consultation and education 
departments of mental health centers, and pediatric 
departments. 

There is a growing desire around tne nation to 
develop programs of prevention through offering parent 
education, marriage enrichmei *• and family education 
that hep families recognize and build on their 
strengths . 

Existing community leaders in private volunteer 
social organizations need both training and programming 
materials to motivate and eguip individuals and 
families to provide natural networks of liocial support 
and service to one another, to thereby decrease the 
incidence of separation and divorce, which in turn 
should decrease requests for government services. New 
methods and innovative techniques need to be developed 
to foster private and voluntary social service support 
to families. The Office for Families in the 
Administration of children. Youth and Families in the 
Department of Health and Human Services could be funded 
to develop local leadership training procedures and 
family life education program materials for widespread 
.^ppl icability to many types of private, voluntary 
community organizations, including scouts. YMCAs, 
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counseling centers and churchM. Thmum training 
procsdurM and faaily lifa aducation »atarial» should 
bm aandatad (1) to promota ths valuas of faaily 
stability, (2) to provida training to faailies on how 
to strengthen «arital relationships, and (3) to 
•nphasize the father's important role in child 
developnent. 

The President's CoMaission on Mental Health (Task 
Panel Reports, Vol. II, 1978) made the following 
observation and recoauaendation: 

Social and conaunity support systeas can help to 
contribute to a sense of well-being and of coapetent 
functioning (and thus be preventive) . They can aid in 
reducing the negative consequences of stressful life 
events and thus bridge the treatment and rehabilitative 
levels of prevention, what is even aore significant is 
that utilization of •social and coaaunity support 
systeas can provide for constructive innovation and 
systenic change. . .aoving toward a coaprehensive huaan 
service systea with a holistic orientation that would 
remedy some of the defects of our present fragmented 
and uncoordinated efforts. 

The Tas)c Panel on Community support Systems 
recommends a major new Federal initiative to achieve 
the following objectives: 

Recognize and strengthen the natural networks to 
which people belong and on which they depend — 
families; kin, kith, friendship, and neighborhood 
social networks; work relationships; religious 
denominations & jd congregations; and self -help 
groups and other voluntary associations based on 
principles of intiaacy and autual aid. Develop 
educational strategies to inform the g^^neral 
public and caregiving professionals on the nature 
and function of natural helping networks and on 
the importance of attachments and mutuality for 
well-being. 

Initiate research to provide national data 
periodically on social support and on natural 
helping networks in American society, to monitor 
the direction and magnitude of changes in these 
aspects of American life, and to increase 
knowledge of how best to attain the above 
objectives. 

Task Panel Reports, Vol. II, p. 144 

The Task Panel noted further that religious 
institutions represent a major, •♦partially tapped" 
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r^sourctt (Task Pan^l, 197C, p. 192). V«roff (1976) 
found that morm psopis said thsy would turn to clergy 
than to any oth«r helping profMsional in timm of nMd. 
(Task Pansl, 1978, p. 192). 

•••Also I churchss and synagoguss ars ths najor 
transgsnsrational organisations in rost couunitiss and 
thus havs sxcsptional opportunities to hslp people cope 
creatively with the develcpsental crisis vhich occur 
throughout the life cycle and help build cosaunication 
bridges between generations.** Task Panel Reports, Vol. 
Ill p. 192. 

The literature that describes the effects of 
support network involvement clearly indicates its 
potential for the reduction of requests for services 
currently provided by the federal governnent. For 
exaaple, there is indication that network participation 
reduces incidence rates of fanily violence (Caplan, 
1974), assists in adjustaent to divorce (Heatherington 
ft Cox, 1977) , and even affects adjustvent rates to 
societal issues like economic depression (Drabek 
Boggs, 1968) . 

There is a need to transfer existing rnowledge on 
how to build family stability and to enhance family 
support networks to local community service 
organizations and private charitable organizations 
which have enormous potential for providing 
preventative social services in a volunteer framework. 

Too much federal spending in the past has assumed 
that the incidence of broken families will continue to 
escalate unabated and that government should only 
finance (such as H.R. 1X97 proposes) a growing list of 
specialized social and mental health services where 
professional workers try to patch up the side effects 
of broken families on chlldren~such as delinquency, 
runaways, school failure, mental 'iisorders, health and 
nutritional problems and child abuse. Instead, a 
greater portion of federal spending should be 
redirected to the more strategic use of resources to 
develop improved cont effective methods of addressing 
social needs of Individuals and families at the 
community level, and to promote the building of family 
strengths and relf-suf f iciency as well as effective 
volunteer humau services, and to evaluate demonstration 
projects with potential for widespread national 
application without continued federal funding. 

Here fund5.ng should be directed to the Office for 
Families with the riq\iire»ent that projects be funded 
to prevent divorca and separ.\tion in the first place. 
New projects ire needed (1) to develop and enhance 
national social and community support systems by 
traini'^g leaders in community churches and synagogues 
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to conduct preventative family life education programs? 

(2) to evaluate the effectiveness of programs in 
strengthening the natural community helping networks 
and social support to families facing marital problems; 

(3) to thereby provide family stability, to decrease 
the probability of family breaX-up (divorce and run- 
away children), to strengthen families and to be able 
to care for the handicapped » the aged* and others at 
home as an alternative to government-subsidized 
institutionalization; and (4) to provide family cluster 
support groups in local organizations and congregations 
where families can help other families in short-ter«n or 
long-term stresses which would otherwise result in 
divorce or separation or institutionalization of an 
individual in the absence of such support networks. 

Margaret Sawin (I98X) has reviewed many ways in 
which church and family interests are reciprocal and 
make the church one logical and concerned place for 
dealing with family issues. While the minister, priest 
or rabbi is the key Jeader, the majority of clergy have 
only had "training in the arefi of re*nedial work rather 
than prevention or enrichment" (Sawin, 1981, p. 533). 
Federal programs could pi'ovide training and curricula 
to support local active programs of family education 
which focus on helping families in communities to 
recogni;;g and buj^d on their strengths , to e*7^ablish 
both a strong bulwark of prevention as well as a 
community of families capable and motivated to reach 
out in supportive and caring ways to individuals and 
families in stress. 

New materials need to be developed to be used to 
train leaders in the existing structures of loca^ 
organizations, churches and synagogues to build strong 
families. Two types of materials need to be developed; 
one for leaders and one for the participating families 
to be implemented in existing Iocs, community settings, 
thereby tying into and enhancing already existing 
helping networks. The federal government could thereby 
mobilize existing leadership in ongoing local social 
institutions who in turn can mobilize the strengths of 
families into a preventative action oriented program. 

Materials could be designed to have an effective 
impact on two levels. First, the training curriculum 
could be designed to strengthen families by developing 
skills that past research has shown to be associated 
with strong families (Stinnett, et al.; 1978). This is 
an effort to prevent families from being overwhelmed by 
crisis associated with drug abuse, foster home 
placements, requests for mental health and family 
services, etc., thereby enabling families to ri:ly on 
their own social networks rather than being forced by 
circumstances to rely exclusively on governmental 



ERIC 



17;) 



175 



social agencies, second, there could be a useful 
application of these skills to the formation of family 
support networks within the local conaunity in 
conformity with the recommendation of the President's 
Task Force on Mental Health (1978). 

Since ^':ch materials have not yet been 
systematically and comprehensively developed nnd since 
they would have broad application to many aetcings such 
as work, clubs, churches and schools, it is critical 
that they prove to have high effectiveness and be as 
cost efficient as possible. Because the materials 
would be intended for widespread application for 
minimal cost to potential users, evaluation of program 
results assumes particular importance as a way of 
assuring dissemination of only a program of 
demonstrated quality and effectiveness. 

If the federal government funded tiie development 
of family lifA education materials, they would then be 
available fOi. u^e on a widespread basis at no 
additional cost to the government. Scout groups, PTAs, 
churches, YMCAs, local service clubs and other 
voluntary community organizations could obtain the 
training materials for a modest cost. They likewise 
could order curricula for individual families, or 
families could purchase their own booklets, in such 
voluntary organizations, it is anticipated that there 
would be virtually no new paid staff to implement the 
family life education program. Therefore the 
widespread use of this program is fundable on its own. 
Community leaders could be provided valuable training 
on how to encourage families to develop into support 
networks which could greatly enhance marital and family 
stability. 

This approach is feasible, also, because the 
community structures already exist for its 
implementation, and the principal trainers already meet 
face-to-face with numerous familiep weekly and their 
organization-^ have weekly publications to communicate 
new and innovative programs such as this. Existing 
families .^re caregiving units and this strategic 
par^-.xclp^it'on by the federal Office for Families would 
be usefjl iipd efficient in equipping families to 
maintain c^nd co build their c«.regiving capacities. 

Tno widespread use and application of federally 
deve.Vopeu family life education materials fostering 
faiuily v.'ilues and skills in preserving marriage could 
re3u-.t lesa institutionalization of youth, as 
fyisiylx^u are better equipped to recognize growth 
pvowess-?ft ^nd to rely on local support networks. The 
p: opened curricula could encourage and help to equip 
i*'mi.^^^fi tc take children and youth with developmental 
dJsato<\ii. ios or other social problems, or aged and 
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iafin individuals into local homM of othar familiM 
for short'tarm crisis cars which would rsducs dsaand 
for govsrnttsntal funding of additional foster cars or 
institutionalization. This prosotion of faaily 
clustsrs in couunitiss should bsnsfit lower income 
childrsn and families. Ths skills in family life to be 
taught in the curriculum materials should not only 
strsngthen individual marriages and families but also 
equip some families to provide for the needs of other 
local families in social outreach. 
Any attempt to treat or to prevent childhood mental 
disorders needs to address the massive problem of 
substance abuss in our society because of the 
devastation to family relationships that result when a 
parent, a child or adolescent is addicted to an illegal 
substance. For this reason, the federal government 
should escalate its war against illicit drugs and 
design ways to curtail the level of smuggling of 
illicit substances across our borders into our 
neighborhoods, and should provide stronger law 
enforcement to lessen drug abuse. 

I agree with Congressman Frank Wolf who has proposed 
indexing the dependent tax exemption tor inflation. 
This would constituts a preventative approach by 
restoring economic resources to the very famili'qs who 
have dependent children. The tax exemption for each 
child should be indexed for inflation from its level in 
1950 to the present. This would allow many families to 
choose to have one of the parents remain at home to 
provide the supervision, nurturance and accessibility 
that promotes emotional adjustment and prevents serious 
emotional disturbance. 

Under the heading "Home Alone," Michael Barone 
reported the following in the May 6, 1991, issue of 
U.S. News and World Report (page 42): 

**Democrats have operated on the theory that these 
voters want the same thing their baby-boom elders 
seemed to want: economic redistribution and liberation 
from traditional cultural restraints on behavior. But 
in their new book^ "Generations,** William Strauss and 
Neil Howe paint a picture of this **Thirteenth 
Generation,** born since 1961, that yields different 
conclusions. These were the latchkey chiidran left — in 
words of the hit move title — home alone by liberated 
parents, left to learn for themselves by permissive 
educators and left to earn money for themselves after 
school rather than collect sufficient allowances from 
their parents. They haven't gotten much economically, 
and they don*t expect much. Like Walter Polovchak, who 
in 1980 at age 12 refused to go back to the soviet 
Union with his parents after a year in Chicago, they 
like the America around them but know that what they 
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want th«y must qmt on th«ir own. Th«y hav« learnsd 
froB th«ir •xp«ri«nc«s and th«ir claftSMtM that 
•conoaic status dspsnds on personal sffort and 
dscisions: Ths biggsst changs in lifsstyls happsns 
whsn a two-*paychsck family bscomss two onm-paychscK 
households aftsr divorcs^ which is a problsm that can't 
bs blamsd on socisty or govsrnmsnt. Thsss young 
Americans arm looking not for redistribution or 
liberation but for order^^a predictable^ rational 
framework in which they can work to achieve their 
private goals." 

The federal role needs to be r^conceptualized to 
analyze family impact variables » to determine th». 
impact of national policies^ regulations^ taxation and 
legislation upon families and to publicize how 
successful marriage and family life works. It is 
doubtful that the federal government can directly 
influence families to be strong in American society; 
the causation more likely runs in the opposite 
direction — i.e., strong families contribute to the 
strength of a nation. However, the leadership in 
federal government should be held accountable if they 
create a "desert" environment for families when they 
should be creating a "greenhouse" in which families can 
flourish. 

Prevention is always more humane and more 
economical than remediation. My recent book, Family 
Building (Rekers, 1985a}, includes contributed chapters 
by researchers, clinicians community and national 
leaders which provide innovative, prevention approaches 
to enhancing and restoring strengths to the nation's 
families. I commend for your consideration these 
creative program ideas on promoting marital stability 
and parental competence, because American children 
dev€ ' 0 fewer debilitating problems when provided 
sta<. * and nurturing relationships with their fathers. 
The recognition of the qurilities demonstrated to be 
essential for family strength can guide the national 
agenda to attenuate the social and economic forces that 
contribute to the undesirable types of family 
diversity. 

The U.S. Congress should remove all income tax 
provisions and all federally funded program features 
that penalize marriage of parents of minor children. 
Federal policy should encourage marital permanence and 
not encourage divorce. Marriage should not disqualify 
a family for welfare benefits. Marriage should not 
increase taxes paid compared to the rates if both were 
single. Tax policy should encourage marriage and 
providing tor children. Along these same lines. 
Congress could provide incentives for adoption by 
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giving an incon« tax depsndmt •xraption for each 
adoptad child that is six timsa th« aaount for other 
dap«nd«nta . 

I agree with Congreeewoaan Patricia Schroeder that the 
public Mdia could be constructively used in a 
nationwide campaign to proaote family^well being; for 
example, educational television programing could 
describe the six characteristics of strong families and 
provide positive models for how these could be 
incorporated in families to maXe them "child-friendly.** 
Furthermore, the media could promote the positive 
virtues of adopting children , especially children who 
languish in prolonged foster care in the absence of an 
available adoptive family* Television can be used to 
promote family values and family education to equip 
families to recognise and cultivate their strengths can 
create a new vision in our communities — a perspective 
that says that preparation for family life is part of 
our nation's plan of primary prevention. It is a basic 
part of education for citizenship and health. 

Research clearly shows that the vast majority of 
adult and child citiz ens in America desire continuity 
and enduring commitment in father-child reiAH ionshipa , 
rather than having to suffer the loss of a nurturing 
and supportive father. In the face of pessimistic 
headlines that the family is an endangered species, 
research sets forth two im'^ortant findings: (1) desire 
for fulfilling family life is as strong today as it was 
50 years ago, and (2) effective family life does not 
just hdppen, it is the result of deliberate intention 
and practice. The television and radio media could be 
used to teach families how to strengthen thoir laaxiy 
in practical ways. 

George Gallup (1983) has repeatedly found in his 
polls that Americana hope and aspire for an intact, 
nuclear family. On the part of children, Wallerstein 
has reported the findings of her extensive research on 
divorce that children desire that their biological 
parents be reunited as long as five years after the 
divorce had taken place. 

Many serious marital and child development 
problems could be prevented or corrected in uarly 
stages if families were better equipped to recognize 
family strengths and to build upon those strengths. 
Many needy marriages would benefit from learning from 
books and TV about the successful and coping practices 
used by families with high levels of well being. There 
is a glaring need for more prevention strengthening of 
family life to offset the need for expanded 
governmental financial support for remedial social 
services for child victims of fatherless families. 

Marriage enrichment and parent education programs 
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on TV could promote thm values and skills possessed by 
strong American families. 

Broadcasting could lift up family strengths and 
focus on how they can be transferred to families at 
risk for divorce; this would be a most significant 
undertaking with a far reaching potential benefit to 
children and to societyi because divorce is a major 
cause of father absence in families and a major source 
of distress for American children. As Petersen (1965) 
astutely observed, **Our zeroing in on the positive 
qualities of family strength has great potential and 
can provide clear guidance as to where to give 
attention and to initiate action. I recommend that 
this strategy be attempted on a national media level to 
strengthen America's families. This could be 
accomplished by f'^deral funding for this specific 
purpose to the public television network, requiring 
participation of recognized moral leaders In local 
communities 

Any federal funding for community based programs for 
emotionally disturbed children should recognize that 
the goal in treating an emotionally disturbed child is 
to eventually be able to terminate treatment i return 
the child to family and community social «^unpoi-t&. 
Furthermore, it has been demonstrated thax. 
psychotherapy can never replace the kind of narL^rence 
and positive input that close family relationsi ipbi 
provide (Nicholi, 1985). This was emphasized : i t'.ie 
April 1991 issue of Journal of Personality an d Social 
Psychology which reported the findings of a 36 year 
study that lin)cs parental warmth, hugging and cudiling 
of children to better mental health, work succers, and 
marital satisfaction in adult years. This research by 
Drs. carol Pranz, David McClelland and Joel weinb .rg 
found that parental warmth experienced in childhood 
resulted in greater security in the individual as they 
grew up. Dr. Armand Kicholi of Harvard University has 
pointed out, "If we know anything about normal human 
development, it*s that it rests on a close, warm, 
sustained relationship with bother parents'* (Nicholi, 
1985)* t^cal community organizations that work with 
familic!£ end children could be encouraged to provide 
educational programs on family life, and any treatment 
programs for children should cooperate with the 
voluntary community organizations by referring families 
to these organizations who can provide social support 
networks for families after the completion of 
treatment; for example, referrals and cooperative 
efforts need to be made with scout programs, PTA 
programs, YMCA and YWCA programs and child service club 
organizations (such as Brigade Scout programs found in 
many churches) . We need to realize that fewer American 
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childmn live near extended family nesbere and so these 
volunteer comnunity agencies have even vore 
significance and should be encouraged to natch needy 
families with strong families who could provide a nodel 
of family relationships and provide additional support. 
Federally funded treatment programs should be required 
to include action plans based on the available 
empirical research which demonstrates that religious 
involvement can serve as a buffer to psychopathology 
after treatment is completed (see ZiSrson, 1985). 

Research indicates that family connections with 
local support networks decreases need for use of a 
variety of governmental social services. Research has 
also established a high correlation between religious 
commitment and family commitment; this finding 
underscores the strategic importance of encouraging the 
work of religious institutions with family education 
and their involvement with natural helping networks for 
families (Rekers, 1965a). Volunteer resources can be 
activated by providing effective preventative 
educational materials for local programming to enhance 
marital satisfaction and parental competence, 
nurturance, and human problem**solving skills. 
Dissemination and widespread utilization of 
demonstration project findings on building family 
strengths could effectively facilitate private and 
local agency efforts to prevent family dysfunction and 
thereby promote more stable and adaptive child 
development. 

Concluaion 

Any Federal program to address the mental health needs of 
children in the U.S. should have a primary •ttphaais upon 
practical prevention inteirventions as addressed to the major 
family problems contributing to non*'organic mental disorders in 
younger children, together with an empirical evaluation research 
component of the community-based treatment intervention services 
delivered to the seriously emotionally disturbed children and 
adolescents. 

References ] Thru 135 for Testimony of George A. Rekers> Ph.D., 
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Chairwoman Schroeder. Thank you very much. 

And I think we are goins to have one chance to do that very, 
very soon, and that is the Dill H.R. 2, the Family Medical Leave 
Bill, which we hope the President is going to sign this time, but 
that to me is one of the very, very important things that we are so 
far behind on. 

So I agree with you. We should look at prevention, but we also 
want to focus on services. We want to make sure we have got both 
things there. 

Let me continue on by letting other people ask questions first be- 
cause, again, of our delay. Congressman Wolf. 
Mr. Wolf. I thank you very much. 

I want to thank all of the panel members. Let me just go down 
the line and ask one or two questions and each of you may answer. 

What prevention efforts would you take to keep what is taking 
place from taking place? And you can each answer in turn. That 
was the number one point that Governor Wilder raised. So what 
would it take? What would you do, briefly so that we have time to 
get everybody? 

Dr. Rekers. Okay. I would just briefly mention eight specific pre- 
vention proposals that I am going to submit in my written testimo- 
ny, and some of these endorse what Governor Wilder was saying. 

First is to provide block grants as opposed to categorical grants 
to the states in order to provide flexibihty. 

I know in our State of South Carolina, we already are trying to 
work in the Department of Mental Health on getting services 
closer to the child's home, but block grants give us more money to 
get early identification, and prevention services to the families. 

The loccd states need to best determine what is needed in a com* 
munity setting, and we do no need to create new state bureaucra* 
cies or central coordinating and this sort of thing. I^et the states 
decide how to handle that. 

Secondly, we need to fund more research on children's mental 
health services. We need to see what strategies work and which do 
not. You know, a lot of times the intuitive notions do not woik, but 
the approaches that involve the family are going to be those that 
are most prevdntative because many of the children that we see in 
the Department of Mental health in our state are siblings of previ- 
ously treated children who repeat a family's access to the syislem. 

So we must identify a problem family, and we need a more pre- 
ventative approach which would be to get behind just the mdivid- 
ual child wno is a recipient of categorical programs and treat the 
family dysfunction that is behind those child problems. 

Thirdly, we nef J. to re<^uire family interventions and not treat 
the chila as though the child were an individual entity. We need to 
determine what the resource system is for that child, and that is 
usually the family. 

Fourth, we need to do more in the war against drug abuse be- 
cause substance abuse is behind many of the family dysfunctions. If 
you look at alcohol and substance abuse of parents, you see a big 
cause of many of our children's problems. 

Fifth, I agree that we need to index the child tax exemption to 
create a more favorable economic environment for families. We 
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need to create a "greenhouse" for families to live in in our society, 
not a "desert'' where they can just barely make it, and one way to 
do that would be to index that tax exemption from 1950 to the in- 
flation factor, and it would go even beyond the bill that you had 
proposed, leaving more resources to the parents. 

Sixth, we need to endorse model legislation for the states to 
relook at the the easy, "no fault" divorce laws which result in put- 
ting the women and children in greater povertv as the Stanford 
studies show and making the fathers more wealthy. We need to re- 
verse that. So divorce is granted only for just grounds such as 
chronic physical violence or adultery. 

Seventh, we need to strengthen child support enforcement. 

Eight, we need to promote services not just by mental health pro- 
fessionals. We must realize that what provides a "greenhouse" for 
the family are not only mental health services, but other factors in 
the community, the PTA, the Scouts, the voluntary community or- 
ganizations, the churches, the research that you cited, Mr. Wolf, on 
the characteristics of strong families. Those make families more 
child-friendly, and we need to be supporti'^e of community organi- 
zations that build family life and promote mental health even after 
a child leaves treatment. 

Hopefully when we treat the children in the mental health 
system, our goal is to get them out of treatment and functioning 
well. Well, we ought to be looking more at promoting those commu- 
nity organizations that support children out there in the private 
sector, and we need to realize the research shows that religion is a 
buffer for psychopathology and reduces the need for treatment in 
many cases. 

So I will flesh out those proposals in more detail in my written 
testimony. 

Ms. Jordan. I guess I almost feel like this is a rebuttal to 
George, and I do not mean for it to sound like that, but I am abso 
lutely convinced that we do terrible disservices to families by call- 
ing families dysfunctional without being able to identify that in the 
context of culture. 

None of you would know what it meant if I said, ''Hey, you are a 
dysfunctional bureaucrat.'' What does that mean? So I would 
prefer not to use those kinds of words in describing family needs. 

Rather, I think if we begin to support families in a holistic way 
and ask them what they need— I have not heard a single person 
here say we should go into a home and ask the mother or father 
"what is it you need for your child? What is it that you would need 
to support your family?" And I think we need to do that. 

I used to call my grandfather. I started out doing little work- 
shops in Minnesota and then big workshops in Minnesota, and 
pretty soon I was talking to some people nationallv, which has 
always been very terrifying for me, and I used to call my grandfa- 
ther and say, "Grandpop, you know, what should I say?" 

And you would have to know my grandfather. He had these long, 
long pauses over long distance telephone that I got to pay for 
be'^^re he responded. It is a cultural tning, you know, and he would 
be /ery quiet, and then after a while, he would say, "Granddaugh- 
ter, there is nothing new under the sun.'' 

And then I would say, "That in not a whole lot of help." 

^ 1 i ■ ' 
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And he would continue with, ''But the wisdom of the ages are 
collected in the bodv of people you will address." 

We know what the problems are. I cannot see any real tremen- 
dous value in research except to substantiate what we know works. 
We know what does not work. 

Do we keep putting money into a system that does not work 
simply because we do not have 20 years of proof as to what does 
work? I say that sounds foolish. 

So I would like to see us support families in a way that takes 
into account what they want and need, and not as "dysfunctional 
units" and not as ''nonfunctioning" parents. 

I take telephone calls from parents every day, ten, 15 or 20 calls 
every single day from parents of kids with serious emotional dis- 
orders. Some of those parents are in abusive relationships with 
their spouses. Some of them drink too much. Some of them are 
heavily into drug abuse. Some of them do not feed their children in 
the mornings. 

I never have met a parent in all my seven years at PACER 
Center in Minneapolis, who, when you scraped away all of the ex- 
traneous elements entering into that conversation, did not know 
what they needed and did not know what their child needed. Still 
we fail to ask those questions. 

Dr. Attkisson. I think from the perspective of the research pro 
gram that I discussed that limited public funds and public policy 
should focus in terms of prevention on children who are in out-of- 
home placement or at risk of out-of-home placement, and that the 
treatment and service programs should be aggressive, case fmding 
programs that focus on continuous case management that inte- 
grates education, social services, mental health, public health and 
juvenile justice programs. 

It is beyond the scope of what I am prepared to say today to ad- 
dress the more, I think, contextual economic issues that I believe 
relate to the difficulties in maintaining the fabric of the family in 
our community. Many of the children, who are served by the Cali- 
fornia programs that I have studied, do not have families. There is 
no resource other than the surrogate of the state or the county. 

These are children that need to be targets for adoption, or for en- 
riched therapeutic foster home placements. They need to have 
stable environments. That is the best bet in terms of prevention 
that I know. 

It is not primary prevention, but good secondary and tertiary 

{)revention, and I think such an effort has the best potential for the 
ong-range preservation of these human resources. 

Dr. CoRNEuus. I think the question was prevention. In addition 
to the items already discussed, I would like to suggest that you 
need to go to school or at least go through courses and training to 
drive a car, to get a license, to do all of these sorts of things. Being 
a parent is one of the few things that you do not have any require- 
ment for any kind of training, education. It is the school of experi- 
ence. 

Building on Dixie's comments, J would make these kinds of 
items, this kind of education, this kind of support and training. It 
replaces for some the families that are not there. It builds on the 
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experiences of others. I would make them available in day care 
centers. 

One of the beauties of Head Start requires parental participa- 
tion. In the maternity wards, in all of the cash ^ant offices, make 
services available. I think you would be surprised at how many 
people would take advantage of the information that would be 
available. 

Dr. Behar. Coming almost last in this line, I can agree with 
almost everything that was said and to try to perhaps narrow this 
a little, let me mention that the very children that we are talking 
about, the emotionally disturbed children, whether we are talking 
about the five percent who come for services or the two percent 
who are seriously disturbcNd or the 20 percent who have mental 
health problems, the one thing we know about them is that they 
are the parents of tomorrow, and they will have children. So any- 
thing we can do to strengthen them as future parents becomes very 
important. 

All of the things that have been said are important in strength- 
ening those children, as well, but our focus on treatment has to be 
important as well. It cannot be ignored because we have some idea, 
I think^ of what the next generation might look like in the absence 
of strong parenting. 

Ms. Huff. I am not going to add an awfully lot to this other than 
I think that, like Dixie, we have to have a totally different attitude 
about what we believe in with families, that they do not get up in 
the morning saying, "I think I will abuse my kid today,'' or that, "I 
think that I will do this or that.'* 

I think that we have to look at strength of families, and we have 
to look at that as prevention. We have to build on strengths that 
families already have. We have to know that kids are better off in 
homes with families, and we have to look at — I look personally at 
prevention as prevention of out-of-home placements, and I know 
that that is different from the kind of prevention that you are talk- 
ing about in terms of primary kinds of prevention, but I also agree 
with everything everyone else has said about what they need to do 
in terms of work with families at an early time. 

I do not think I will add anything more to that other than I 
think that this whole idea that families are dysfunctional and 
family functioning— I do not like that at all, and I see the system 
as djrsfunctional, not families, and we see it every dav in our office 
and in our state level program, and we advocate like Dixie does, 
with families all day long. 

People will say to Dixie and I both, "Oh, we just wish we had 
parents like you all to work with,'' and the fact of the matter is 
thev are not any different. Most of them all care about their kids, 
and they want to keep their kids at home, but we become just abso- 
lutely blithering idiots just trying to make it work without the 
services that we need to promote that. 

So I think that the services that promote what families say they 
need are what we need to do at a much earlier time. 

Mr. Wolf. Thank you. I will not ask any more questions. 

I guess T would agree with most of what you said. I do not know 
the answer as to why this is a greater problem today than it was 25 
years ago. I think your comment with regard to parenting is very 
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^ood because I think the extended family is not as strong today as 
it was in the past. 

I was raised in South Philadelphia and Southwest Philadelphia. 
My p-andmothers and grandfathers on both sides were basically 
within the neighborhood. The aunts and uncles were there, and the 
cousins were there, and there was such support that if something 
went akilter or went off, they were there. 

Now, it is not uncommon in most areas of the country to have 
grandmothers and grandfathers and mothers and fathers on the 
West Coast when they are on the East Coast. If a mother or father 
or grandmother or grandfather is not there telling the son or the 
daughter how they did it or is not there to take care of the family, 
it is very tough. 

You do need a permit to get your drivers license to go out and 
drive, which is important, but yet you can have a child and have 
no training. I remember the first time I brought my first child 
home. We have five children. My mom and dad and relatives were 
all back in Philadelphia, and I was down here, and it was difficult. 

So I agree with all that you said. All of the things seem to be 
tougher now than they were 25 or 35 or 50 years ago. 

I have no additional questions. Did you want to make a com- 
ment? 

Dr. CoRNEUUS. Can I say one other thing, a comment that has 
not come up in the testimonv so far? 

In some wa3^ treatment for children with serious emotional dis- 
abilities or disturbances might take a page out of the niental retar- 
dation booklet in the sense that most of the services that are now 
available m the public mental health system are based on an epi- 
sodic concept of mental illness. You have got a crisis today. We will 
go in, if we can, and help yua today, and then the system walks 
away from that family. 

Whereas in families with disabled family members, the system 
basically says, "We are going to be with you there most of your 
life. I mean sometimes we will be with you there a lot. Sometimes 
we will be way back, but you will know our number, and you can 
call. 

That is another very, very grave problem with our system. We 
only go when the problem is a ten, and we are not there for people 
zero to nine. You heard some of the examples from Dixie» but that 
is true throughout our nation. We are really only there in crises, 
and that is bad. 

Chairwoman Schroeder. Thank you. I think that ia a very valid 
point. 
Congressman Miller. 
Mr. Miller. Thank you. 

First of all, let me just say that I am a little disturbed that the 
suggestion here is that many of these children are coming from 
families that do not have sufficient religion or two parents or a 
value system. We have dwelled greatly on the number of children 
who are in the public system, but we know that the vista of fami- 
lies involved in this problem is much greater than that, and we 
also know that many people are beset with mental illness and dis- 
orders that would come from what we consider model families. 
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The suggestion that somehow this only comes out because a 
family is dysfunctional or only if a family is in this situation, I 
think, is to ignore the range of families that encounter this prob* 
lem and the settings in which these children come to the system in 
one fashion or another, whether they go to a private jpsvchiatric 
hospital or whether they come to us through CHAMPUS or they 
come to us through the foster care system or the juvenile justice 
system, I think we ought not to lose sight of that. 

If we knew simply what the target familv looked like, we would 
start looking for tne emergence of that disabled child. In fact, what 
we know is we are constantly surprised when our neighbors and 
our friends call us and tell us about an episode that they are 
having, and we would think, '^Never in that family,'' or 'Vnat is 
the reason for this?" 

So I think we may be doing a little bit of an injustice. I think 
also that that same argument does some injustice to the struggle 
that many, many families engage in to hold themselves together 
and to deal with these problems, and to the fact that they are en- 
gaged in a dysfunctional system that is not attuned to engage in 
them at a lower threshold when prevention still mav be an option, 
when in-home treatment may still be an option; that we have a 
svstem, and this was recognized when we wrote and I authored the 
Foster Care and Adoption Reform Act, to try to move away from. 
We now are engaged in a second wave of recognition that a system 
that is based upon plucking a child out of a family and maybe 
never returning that child because the statistics still relatively are 
true. Eighty peiv t of those children who spend six months in the 
system will spend their entire childhood in this system away from 
their families, and 80 percent of those families were never offered a 
service prior to taking the child awa^, and 80 percent of those fam- 
ilies have not been offered a service after the child was taken 
away. 

Until we look at something like the Fort Bragg program and we 
look at the Ventura program, the California progiam, we didn't 
know that all across the country these efforts are now being en- 
gaged in on behalf of communities and counties and states, call 
them famil)r preservation; call them early intervention; call them 
comprehensive services. The fact is it is right in front of our eyes, 
the model that now works. 

And what these communities are showing ia that, in fact, it can 
be replicated time and again, based upon assimilating what 
strengths are present in that family and building on others that 
are not there, but working \ .ith those families. 

When we see that potentially the extrapolation, in the State of 
California is the potential savings of $171 million; think of what it 
would mean to reinvest that mo ley richt back into this system for 
the expansion of additional services for additional families early 
on. 

But I suspect what some people would suggest is we could save 
that mone^ so we could put it to cmother use. The question is: will 
we be willing to reinvest that? 

I think as we engage in child welfare amendments later this year 
from the Ways and Means Committee and from the Commerce 
Committee on my legislation and others, we have got to understand 
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that as somebody said earlier, this allows us to build a dual sjrstem, 
and eventually cut over to the other one. 

We have got to move out of this highly intensive placement 
syatem into a service system that allows families to function and 
participate and learn and be educated and all of the things that 
sound too soft for Members of Congress to do. Tlie only thing is 
that is what saves families. That is what reunifies families and 
works on their strengths. 

But it is going to take time to move from that. This is what dis- 
turbs me about the change in direction now of the CASSP Pro- 
gram. While communities are hungry for the reorientation of these 
systems, recomizing not only economic savings, but what it can 
mean to families that are engaged in incredible struggles, we are 
now talking about again doing a different type of research rather 
than bringing together the services of what we know. 

And the Robert Wcxi Johnson Foundation and others have 
really got to be commended for what they have done. The question 
is whether we will build on that model and recognize that we have 
been given a plan of investment, the payoff of which we have not 
seen as members of Congress in a long, long time, except maybe for 
something like Head Start or WIG. The kinds of returns that the 
California plan may be starting to show us is something that we 
would love to go home as public policy-makers and trumpet from 
the mountain tops that we were able to utilize money that effec- 
tively and also to deal with the families. 

I think that the CHAMPTTS program that you have outlined is 
just remarkable in terms of— I forget what the term of art was that 
you used— but the single entry system, and to be able to focus on 
the families and ask the questions about their educational supports 
and social service supports and what the family needs £uid those 
kind of things. 

You know, we originally found out in foster care one hell of a lot 
of families spun into violence and children were placed in foster 
care because a refrigerator broke dovm. That $300 refrigerator or a 
car to go to work would have been a hell of a lot clieaper than the 
$3,000 a month placement. 

There are a lot of things that If we ask families they can tell us 
about their needs. I think that is the model that you are presenting 
to the Congress, whether it is in the military system or in the 
public system, and later we can deal with the private insuran .> 
system. We will get to that later. There a real opportunity here 
to build a family*based system, and God knows those families are 
going to look different than they did 25 years ago. 

They are going to come to us with more stress, fewer resources 
perhaps than any fjeneration, but do you know what? When we 
talk to most of them we see they are still engaged in trying to hold 
together those principles that we think we want to embrace in 
terms of family, be they single paren dual parent, substance abus- 
ers or what have you. 

As you pointed out, Dixie, you strip it away and you still have 
somebody that is trying to figure this thing out. That does not give 
us 100 percent success, but we talk about prevention and we talk 
about investment, and I think we have arrived at a point in terms 
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oi mental health services where it is right here in front of us if we 
are willing to make that commitment. 
And we will be delighted if at some poinv that means that the 
lacement industry is out of business. I do not think that will 
appen, but I would be delighted if these institutions and large 
group placements could be substituted with family-based services. 

So thank you very, very much. The action is ours. The response 
is ours, whether or not we are willing to react to it. 
Chairwoman Schroeder. Thank you. 
Congressman Weldon. 

Mr. Weldon. Thank you, Madame Chairwoman, 

And let me thank all of you for your excellent testimony and for 
the comments and recommendatioixs you have given us that hope- 
fully we can work together on. 

I join with the Chairperson of this select committee as an ardent 
supporter of the family and medical leave legislation and look for- 
ward in a bipartisan way to seeing this Congress and this adminis- 
tration act on that legislative initiative. 

I come away with three themes from the federal standpoint that 
we need to be concerned about. Several were mentioned by you, 
others by the Governor. 

One being stability of the funding. Radical changes in the federal 
funding streams for the delivery of the services are damaging. 

Second, the ability to better coordinate the use of funds from a 
multitude of agencies that are primarily funded by the federal gov- 
ernment. 

Finally, we also need the flexibility to take the dollars that are 
already out there and use those as best applied at the local level. 

I have two points I would like to follow up on. One is in response 
to the study. Dr. Behar, that you have performed. I was very mter- 
ested in the cost comparisons of the demonstration model with 
what would have been the cost of the traditional CHAMPUS 
system. It seems like a rather substantial savings. 

As a member of the Armed Services Committee, I am somewhat 
appalled at the fact we spend so much more money and require the 
traditional approach as opposed to what could be a substantial sav- 
ings to the taxpayers if a community- based service system was uti- 
lized. 

This also applies in general to insurance. So my first point, hIso 
mentioned by Ms. Huff and Dr. Cornelius, is the failure of the pri- 
vate insurance industry to respond to the needs and the direction 
that we should be going. 

Why is that, in your opinion? As evidence by your own study, the 
savings could be and would be rather substantial. Why isn't that 
happjeiiing, and what can we be doing to further encourage a com- 
munity-baised system? 

The second point, and I would like to start with Dr. Cornelius, is 
if you would comment based on your experience, is the need to pro- 
vide more flexibility in terms of the current federal dollars. I invite 
the other members of the panel to response, as well. 

Dr. Behar, I ask you to comment flrst on the basis of your study 
and the results that you have found* Why aren't we moving more 
in that direction as a society? 

VJ3 
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Dr. Behar. Well, I think philosophically among mental health 
professionals anyway and other concerned people, we are beginning 
to, and it is very encouraging. 

If you look at the basis for medical insurance, you recognize that 
the insurance companies have always felt more comfortable paying 
for hospital services because the belief is that if somebody is in a 
hospital, they are really sick. They are beginning to change that 
belief There are all kinds oi" ambulatory care programs and serv- 
ices outside of mental health. 

They are concerned about things like quality assurance. They are 
concerned about things like "do people really need mental health 
services which are sort of expandable and contractible?" You do 
not go out and break your arm to get a service, but some people 
may believe that somebody goes for mental health service when 
something else will suffice. 

I think convincing people through the kinds of studies that we 
are doing at Fort Bragg, the kinds of things that are going on in 
California, are going to be very important to document that these 
are children and families that have substantial needs that can be 
addressed and that they can make changes. 

Because I think the other fear of third parties is that they are 
going to get into it for the long haul, which, of course, is what they 
really need to do, but they need to recognize that it is not going to 
be $641 a day now and forever more; that there are less expensive 
ways to do that. 

So I think that that is one of the concerns. It has always been 
fascinating to me that there is no research literature that docu- 
ments the effectiveness of hospital care versus other kinds of care. 
So it is in the best interest of the children and families that we 
care about to push other alternatives forward. 

And I will repeat in closing what I said to Congressman Miller, 
and that is without the services in place, whether it is through 
state funding or federal demonstration funding, it is real difficult 
to get somebody to agree to pay and rely on reimbursement for 
services that don't exist. . 

Mr. Weldon. So you think it is in the process of evolving. What 
would help it along— perhaps a demonstration grant or seed fund- 
ing? For example, funds provided by the Robert Wood Johnson 
FounJation and perhaps the federal government. Would that be of 
assistance in moving us in the right direction? 

Dr. Behar. Yes, and of course, that is what the Department of 
the Army has done. 

And one last point, and that is that the insurance companies 
have not teased out the fact that— many of them— that most of 
their expenditures for mental health are going for children and 
adolescents. Once you start looking at where the costs, where the 
dollars are really being spent, you begin to realize that this be- 
comes a tremendous problem that has to be addressed. 

Mr. Weldon. Was your study funded by the Army? 

Dr. Behar. Yes, it is an ongoing demonstration project, and right 
now the budget, including the demonstration and evaluation costs, 
plus the clinical services costs, are a little over $12 million a year 
for this one catchment area, and we are in the first year of this 
project. 
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Mr. Wkldon. Thank you very much. 

Rather than take away time from anyone who would like to com- 
ment on that point— I would be happy to, but I would like Dr. Cor- 
nelius to talk about the need for perhaps more flexibility in block 
grant funds coming from the federal government and your own ex- 
oerience. 

Dr. CoRNEUUS. In my experience, there are more impediments to 
cross systems and family-based approaches at the state level than 
there are at the federal level. The waiver procedures in the medi- 
cal assistance programs that allow us to have EPSDT funds ex- 
tended to mental health prevention and family-based services are ex- 
cellent. I mean that is a federal waiver, and the barriers are not 
exclusively, but primarily at the state level. 

Going back to your question to Dr. Behar, in talking with some 
of the big insurance providers in the Philadelphia area, Signa and 
the like, it may be even more troublesome that they cannot tell me 
how much money they spend on mental health services for chil- 
dren. It may be such a relatively small percentage of their budget 
that the data is terrible, and they have got so many other fires in 
the insurance system that this is not one that they are willing or 
interested in taking on right now. 

Mr. Weldon. Thank you. 

Chairwoman Schroeder. Well, I, too, want to thank this very 
distinguished panel. You gave us a lot of things to think about. I 
guess the things that come to my mind are that I was pleased to 
hear about the Fort Bragg program, obviously, being on the Armed 
Services, too, and as Congressman Weldon pointed out, how happy 
we are that such efforts are beginning to happen because institu- 
tionalization seemed to be the main thing when we looked at 
CHAMPUS when it was going off the ceiling. 

I am surprised that we still have such a small percentage being 
served even with that effort. While the population served is larger 
than that institutionalized, there remains still a real stigma, to- 
wards seeking services. 

I thought that the point that, Barbara, you made was very 
moving, that we do have government policies where families when 
they are up against the wall economically or for whatever, they are 
forced to walk in and say, "I cannot take care of this child.'' That, 
to me, is one of the worst things, and we certainly have to be look- 
ing at that. 

When you look at the models in health care, one of the things 
that always works best, which goes to what Dixie was saying, was 
the visiting nurses who used to go in and listen to people and say, 
"What is it you need?" 

I think that the mental he€dth part is very much that way, too, 
and I also hope we do not come down with just saying it is only 
divorces should be stopped. My guess is that some partners are 
abusive to the children and the children come out better for having 
the divorce. 

So I do not think there is any real simple, preventative solution 
that if we stop the divorce, and I kno\^ you do not mean that, or if 
we mandated all grandparents and everybody had to live in the 
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same city— good luck ever doing that in this culture— or whatever, 
we would really be able to solve the problem because we are not. 

I think, as I listened to everyone, the first thing I thought is we 
ought to canonize the Robert Wood Johnson Foundation for getting 
out there and telling us, which is just common sense, and then how 
we do everything we can to de^tigmatize mental health so that we 
do not start saying that, gosh, if you have a mental health prob- 
lem, you must be dysfunctional. You must have caused it. There is 
enough guilt in this society without adding all of that to it. 

And then somehow figuring out how we can get services in a 
meaningf\il way. I often think, too, we have not used television and 
those kinds of resources enough. Someone was telling me that the 
majority of the mail that comes in on programs like ^'Family Ties" 
is people say they watch it to learn how to become a family, and 
you kind of think, "What? They watch a sitcom to figure out how 
to be a family?" 

But we have not got very many models around for how you 
handle that, and the how-to-do sometimes seems to be so much 
more critical if you had some kind of support in that. 

So I guess we all need to struggle with it. Barbara, the one ques- 
tion that I had that I wanted to follow through with a little bit was 
I know in the area of child abuse, the support of parent groups is 
really helpful in breaking that cycle. Now, that is a different kind 
of thing than what you are talking about here, but my guess is I 
assume what your group is trying to do is to take parents who do 
have mental health problems in the family and try and help them 
find services and that type of thing, the same kind of support. 

Ms. Huff. Yes. I think support comes in a lot of different forms, 
and I think one thing that we noticed immediately is that it helped 
us to be able to talk about this without showing the stigma from 
our family and our extended family and friends, but then I think 
that— so that is one thing that an organization on a local and state 
level can do, and then when I think you push it to a national level 
or you start at a national level and push it down, that becomes 
much more the voice for children and the voice for families. 

So it is definitely more the advocacy role as it moves up, but we 
find a lot of support for each other at board meetings, you know, 
that sort of thing, too. Many of us are involved in our state level in 
activities, and we notice out in the field in rural areas of Kansas 
how supportive it is for families to be able to get together on the 
phone or in each other's homes and that sort of thing to just talk. 

So, you know, what you are talking about and Parents Anony- 
mous, that they support each other and that they call each other to 
talk and that sort of thing, or Al-Anon or AA, any of those kinds of 
groups. I mean the support is definitely there for people, and I am 
not going to tell you that that kind of support is not meaningful to 
us because it is. Different, but it is also needed. 

Chairwoman Schroedkr. Different, but you are going to do some- 
thing very important because we are hearing from everyone that 
some of the bureaucratic barriers are more at the state level than 
at the federal level. So you can help fight it at the state level. 

Ms. Huff. That is right. 

l.'u; 
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Chairwoman Schroeder. And there is nothing that state legisla- 
tors hate more than an aggressive group of local constituents^ 
right? 



Ms. Huff. I know. I am a familiar face to our state legislators. 
Chairwoman Schroeder. I will bet you are, too, Dixie, right? 
Ms. Jordan. Well, I think you need to be, and I think what you 
were coming to earlieri the need for support groups, is a critical 
need because there are so few places to get help. Many of the par- 
ents in meeting groups in Minnesota will say such things as, ''Well, 
you know, Johnny grabbed the steering wheel and tried to pull us 
off the roadi and we went down an incline," and other parents can 
sit and laugh, and then they can say, "This is what you can do 
about it,'' because you do not get that information from systems. 

I think, yes, you need to be a strong voice at the legislature. 
Something I think that is interesting about Minnesota. We have 
always had a great deal of pride in our social programs, and yet 
Minnesota has consistently ranked quite low in their delivery of 
mental health services, which is to say that we were one of the last 
three states to receive a grant from CASSP, one of the last three in 
the nation, and we received it only because PACER Center, which 
is a parent group, decided to write it for the state, and in collabora- 
tion with the sta^e. 

One of the comoonents of that grant was that the Commissioners 
of the Departments of Health and Education and Social Welfare 
and Corrections would sit down together at the same table for the 
first time in the state's history. Now, I think that is an abomina- 
tion. 

Chairwoman Schroeder. It is an amazing fa^t isn't it? 

Ms. Jordan. It is terribly sad. 

Chairwoman Schfoeder. That really says somcithing. 

Dr. Rekers, I know one of the thmgs the University of South 
Carolina has done with their public television is television pro- 
grcmiming to child care providers because they are isolated and 
need to be able to have that kind of dialogue. 

Maybe somehow we will get more educational television into this 
type of thing, too. It reaches out and people can do it in this very 
stressed-out society where everybody gets tired of going to meet- 
ings. You can watch those kinds of things. 

DO maybe we need to look at more ways to break through and 
use some of the technology we have there, too. 

Ms. Huff. You know, I think that is an important thought. We 
are beginning to use some ^f the two-way interactive things in real 
Western Kansas to be able to kind of hook parents up to one an- 
other through that so that we can go out there and sit at one place 
in rural Western Kansas and talk to families in a variety of com- 
munities two and three hours away. 

I think you are right. We have not begun to tap into the technol- 
ogy that really support some of those kinds of efforts. 

Chairwoman Schroeder. I think we need to do it so much more 
because you keep hearing about the parenting deficit, and we all do 
feel that, and to be a good parent, you arc to go to more meetings, 
which means that you are not home as much to be the good parent. 
You start driving yourself crazy. I think we need to find more ways 
to use some of those things that have been out there and we just 
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have not been creative enough about getting the dialogue going. So 
hopefully we can do that. 

I have kept you all much too long. 

Mr. Wolf. If I could. 

Chairwoman Schrokdbr. Certainlv. 

Mr. Wolf. I would like to just tnank the panel and make two 
comments, and I am sorry Mr. Miller is not here. 

I think a lot of the problems would probably happen even if 
eveivone lived in a "Leave it to Beaver world." So nobody is sug- 
gestmg that you really would need anything because even in families 
where there is actually a perfect situation, there are still some 
problems. 

The concern that I have, and we do not have to get into this, is 
there does seem to be a growth industry here, and it is troubling. 
There are more child abuse, spouse abuse, teenage suicide, teenage 
prMnancy cases today percentage^wise than there were in the past. 

That was the one point I wanted to make. The fact remains that 
even the most ideal families have problems. The problems are in- 
creasing at the very same time that we are putting supposedly 
more and more resources in. 

Secondly, and I was glad Barbara HufT mentioned this, I think 
there was not very much emphasis here among the panel, but I 
think there really have to be more outside groups, FTA, Alcohol 
Anonymous, Al-Anon, etc. 

In my church, we have a lot of those groups. There is a group in 
my district. The Women's Center has a lot of groups that could 
work. People who can come together and can talk about the pn)b- 
lems so that they can know that there is somebody out there who 
looks pretty normal, but has had that same problem, and the group 
can deal with it. 

And every group that comes to this town generally wants more 
money and more federal money, and that is why I was plecued that 
Governor Wilder did not come in asking basically for more money. 
I think it makes sense to look to outside community groups that 
are not necMsarily governmental. 

I just wanted to ask Dr. Behar one last question. You mad<.> a 
comment in your testimony that the military is doing a verv good 
job. I tend to agree the Anny h doing a good job. I think the Air 
Force is doing a good job. My sense tells me the Navy is not doing 
that good of a iob. Do you have any sense of that or is the Navy up 
to speed with the Army? 

General Wickham, who is Chief of the Army, instituted a lot of 
positive programs. The Air Force did, too. I have not sensed that on 
the part of the Wavy. The Navy is a particularly difficult occupa- 
tion because the very nature of the ^ob requires you to be out to 
sea. If you are on a nuclear submarme, you are out to sea, for a 
long time. It is wery difficult for some naval families when the 
husband comes back in, he is still out to sea because every third day 
they require them to go down, and it does not seem that the Navy is 
as far ahead as the Army and Air Force, when it comes to families. 

I wanted your viewpoints, or is it just that the role of the Navy is 
so difficult? Airplanes come back to the SAC base, but that is not 
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the case in the Navy. Do you have any thoughts about the Navy 
vis-a-vis the Army and the Air Force? 

Dr. Behar. I have no experience to comment on that. I will tell 
you that some of the medical personnel at Camp LeJeune are very 
interested in doing a similar program, but your question aroused 
an opportunity to make a brief comment, and that is that all of the 
military posts, bases in this country, have the kinds of things avail- 
able that we have all been talking about. They have for the most 
part real communities. They have support groups. They have edu- 
cation groups. They have churches and synagogues, and there is a 
culture in the military that suppoits all of this. 

These are at least outwardly functional, if we have to use that 
word for the moment, functional families, but still these families 
have very serious mental health problems, and I think that every- 
thing that has been said about what is needed in society to support 
families is absolutely valid, but you have to also remember that 
families who have children who are developing problems tend to be 
very isolated until somebody reaches out to them, and when they 
reach the point that they need services. 

The other thing about military families was CHAMPUS reim- 
bursement of mental health services is supposed to be available. So 
you would think that that population would be freer of some of the 
kinds of problems we are talking about. They are not. They are not 
any better off, and yet they have a lot of the strengths that we 
would like other families to have. 

Mr. Wolf. Well, I will send you a copy of an article that was in 
last Friday's "Washington Post' in the Style Section about enlisted 
families in the Navy. It was a tragic piece. I will send it to you and 
ask vou for your "omments, and then we will write the Secretary of 
the Navy asking if they have looked at some of the things that you 
have done to make sure that they are applying it across the board. 

Again, I thank all of you foi* taking the time. 

Chairwoman Schroeder. Well, I thank all of you, too, and I 
think that the idea that the Ozzie and Harriet syndrome is the 
only answer, we know what happened to Ozzie and Harriet. I think 
they had problems, too. So I really think it is important to point 
out that I thought your comments were very, very good. 

There you have a community. You have a Chaplain corps that 
has supported you. You have done everything, and you have still 
got lots and lots of problems. So we have to say that many more 
times. 

I think that is good enough to end up. Let me point out that the 
record will be open for two more weeks. We appreciate all of the 
witnesses for being here this morning. We only wish we had more 
time. You always feel like you are watching flowers on horseback 
or something as you go through this, as the Chinebe say, but unfor- 
tunately that is the mechanism. 

Thank you very, very much, and with that the hearing is ad- 
journed. 

Whereuj)on, at 12:62 p.m., the select committee was adjourned, 
subject to whe call of the Chair.] 

Material submitted for inclusion in the record follows:] 
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pRKPARED Statement of Roy E. Phaschil. Assistant Executive Dikkctok foh 
Divisional Operations. National Association ok State Mental Health Fro- 
GUAM Directors^ Alexandria^ VA 

(«0 approved by th« NASKHPO Board •"^ io«mb«r»hip 12/7/90) 



PreanUalft 



Children and their fa/nilioa, re^jardlttsa of t^mc compo8:.cion or 
strucnure are thia ccuntcy'a moat valuatol^ and per".avi most er.dar.garod 
r«40urc«. Familial are rasponaibla for tha nu c t arai\c« , oafaty, 
educationr •ocial izat Ion and cjenaral davelcpment of c'^eir cniidran. At* 
tfiiB country enters tha last decade of the twentieth ceptury, the 
challengea facing families are unprecedented. Families muat dnal wit:h 
Illiteracy, druga, persiwtent pocKets of oducatitjnal , accial and 
economical poverty, eroding family structures and aocial, health and 
behavioral patterns that are often destructive. 

It 13 fcctn a logitimave and necesiary role ot governinisnt at all 
levels to provide, or cause to be provided comprehensive service and 
educational ayatemo w^ich support and help preserve f anil lea and ensure 
that syateras do not :.nadvertQntiy add to the challenges enumerated auove. 

this role for government must be legit iaatited with a strong national 
policy that begins with a well articulated role for the federal 
government. This policy should drive the activities of all federal 
agencies and require agency coordination to support and ensui'e needed 
services for children and the preservation and impro'^e.^nent of families. 
Complementary and corresponding roles should be spelled out within each 
state in responee to and as a part of this dejour national policy. 

The goals of these effort) will be the provision of a coordinated 
community based system of care for children and their families which 
enables them to function at their highest possible level. The state 
mental health authorities are conaiitted to actively contributing to thie 
effort. 



Background 



Since 1984 Child and Adolescent Service System Program (CASSP) haa 
been the mechanism for identifying and addressing critical .'esues facing 
families with children who have serious emotional disturbances. CASSP 
hae created a movement and a iBomentum for change at all levels. It can 
and should serve as the vehicle for the development and articulation of 
national policy. The following pointe illuetrate that factt 

e the development of new technology for intersystem collaboration 
and eervicee 

e stronger interagency collaboration at state and local levels 

e enhanced leadership within states in the area of children's 
mental health 

e an increase in the availaisility of co«nunity*baaed services 
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■trong col labor At iva partnarthipt batwaan tha r%daral 
govai*nin«nt« atataa and national cantara providing ria«4rch» 
training, and tachnical aaaiatanea 

incraaaad racognitioA of mantc^l haalth naada of childran through 
ayatanatic atata*baaad naidi aaaaaamanta 

incraaaad financial aupport frocn privati foundationa for afforta 
to halp davalop and avaluata coonunity-baa#d ayatama of oara 

davalopcnant of a modal of coctnunity-baaad ayatam of cara that 
aarvaa aa a frattawork for atata aantal haalth plana 

craation of opportunitiaa for aarvicaa raaaarch by axpanaion of 
innovativa aarvica componanta and ayatama of cara 

initiation of raaaarch projacta within atataa rapraaanting 
collaborativa afforta batwaan tha public tnd acadamic aactor 

widaapraad diaaamination of raaaarch findinga to mantal haalth 
adffliniatratora and plarmara 

affirmation of tUa rola of familiaa aa partnara int 

* ayatam davalopnant 

* aarvica daaign 

* traatoant planning 

* cara of childran with aototional diaordara 

davalopmant of a atrong family-baaad advocacy movamant for 
childran with amotional diaordara 

graatar aaphaaia on tha naad to davalop intarvantion tachniquaa 
and aarvica ayatama that ara raaponaiva to cultural dlffarancaa 

an incraaaa in atata, local, and prlvata funda for community- 
baaad aarvicaa. 

tha Craation and raatructur ing of financial pol ici«a and 
atrataglaa. 



Tha actlvitiaa of CASSP hava not only producad a aignif leant ahort- 
raturn on tha CASSP invaatmant but haa tha potantial for producing avan 
largar, laora widaapraad, and long-tarm banafita through tha continuad 
combination of raaaarch, diaaamination, innovation, conatituancy-building 
and ayatam-changa actlvitiaa. 
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a^vtn thm 4bov« mentions^ accoaplithnsntt of CASSP and to continue 
thm unfinithttd butlnstt of Inproving th« childrtn't Rwntal h«4lth tyttwi 
■t4t« mantaX haalth authoriti«a support th« following t 

1. strong fsdoral Isadtrship for childrsn't mental hailth to 
support atatss and convunitios in ths dsvslopasnt of 
conprohsnslvo, coonunity-bassd ssrvics systems . 

2. r*dsral rssourcos and isadorship to support ths dsvslopcMnt in 
local comunitios of coinmunity-bas«d ssrvicss for youth who «r« 
ssriously siDOtionally disturbed. 

3. h Isadsrship rols for ^DAMKA/NZMH in collaidorating with othor 
appropriate fsdsral agsnciss to coordinats sfforts to sddross 
ths providing a rols cnodsl for statss and cocwunltiss. 

4. Strongthoned tschnical assistancs provided by AOMtHA/NIKII to 
assist states and coonunities in their nyeten building efforts 
and to ensure continued knowledge development and dissemination 
regarding service* for this population. Technical assiatance 
should include! 

* the capacity and resources to enable all ststes (including 
those that no longer receive CA5SP grants) to participate 
in relevant learning conferences and other information 
sharing and technical assistance activitiee# 

* expanded technical assistance on financing services for 
children with serious eaotional dieturbances and their 
families, 

* expanded technical assistance to develop a balanced systeoi 
of care at the local level and which includes addressing 
the preetlce of inappropriate hospital iaation. 

* expanded technical assistance for writi.ng research /evalua- 
tion grant proposals. 

5. Continued leadership and resources at ADAKKA/KIKH to support the 
developttent of statewide parent organisations and networks, 
which proMte their particip«tion in etate and national policy- 
making aotlvities. 

6. Continued resources to ensure that all states are funded for a 
five-year pariod to continue their CABSP syatea development 
iaproveMnt ef forte. 
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8. 



Raiourcai to «unport axpAnrlad r*a4arch in larvicoi 4nd nyatMi 
of cmra for childran who Ara ■■rioualy Motionally disturbed and 
thair familiaai with input from familiaai aarviM providara and 
advocAtaai and in partnarahip with atataa. 

Davalopmant and atrangthaning of public acadamic liaiaon 
ragarding raaaarch and training to anaura adaquata numbara of 
appropr iataly trainad paraonnal for community-baaad aarvica 
ayatams for tha targat population* 

Promotion *.Ad funding of multi-diaciplinary and croaa-ayatam 
traini'\gi through t 

* Stata/univaraity collaboration in inatitutiona of highac 
laarning to maat tha aioarging coop^tanciaa raquirad by tha 
child aantal haalth workforca. Training muat includa 
outraach racruitmant of minority atudanta and oth^r croaa 
cultural iaauaa« 

* Fadaral laadarahip in pravantioni aarly idantif ication and 
intarvantion for faiailiaa with children at riak of 
davaloping araotional diaordara* 

• Funding and tachnical aaaiatanca to atataa to implainant tha 
children 'a tnantal haalth data aat aa part o' tha Mental 
Haalth statiatica Zmproveaiant Program. 

• Collaboration with other federal programa in order to 
eliminate regulatory conflicta and barrierei and maximize 
creative financing to fund aervicee which are family* 
centered and flexible. 
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Dear Rep. Schroeder: 

Thank you for the opportunity to submit comments for the 
record concerning the hearing topic "Close to Home: 
Community-based Mental Health Services for Children." I am 
extremely pleased that you chose to focus one of your first 
hearinp u chairperson of the Select Committee on Children, 
Youth and Families on the treatment of child and adolescent 
emotional disorders. 

The continuum of care concept which allows youngsters to 
remain in the home oi as cloae to home as poMible has rapidly 
gained support, a*id this hearing provides an cxceUent opportunity 
to learn more about itt efficiency and effectweness. The 
American Academy of Child and Adolescent Psychiatry supports 
the use of a continuum of care for mental illnesses and has 
developed a fact sheet about it as part of our Tacts for Families" 
series on undentanding child and adolescent mental illnesses. I 
am enclosing a copy for your information and for inclusion in the 
record. 

Not every community can provide the range of treatment 
programs and services that constitute a full continuum of care, 
and often treatment plans are based on limited service resources. 
To enhance the continuum of care, the Academy*s members, who 
are aU child and adolescent psychiatrists, support legislation iuch 
as the recently Introduced "Children's and Communities* Mental 
Health System Improvement Act." This bUl buiWs on the 
National Institute of Mental Health (NIMH) Child and 
Adolescent Service System Program (CASSP) which helped states 
and communities develop strategies for a continuum of care. 

Another important point, on the hearing's fact sheet, was 
that too few professionals specialize in children's needs. 
Specifically noted was the cxueme shortage of child and 
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adolescent psychiatrists. The reference to the shoruge was especially timely since, earlier 
this year, the Subcommittee on Physician Manpower for the Council on Graduate 
Medical Education of the Health Resources and Services Administration requested that 
the Academy comment on a draft report assessing the manpower needs for several 
medical specialties, including child and adolescent psychiatry. The draft report contained 
a stunning recommendation. 

Congress has requested periodic reports regarding the staius of medical 
specialties, including a 1980 report that set 8,000 • 10,000 as the number of child and 
adolescent psychiatrists needed by 1990. The number available in 1980 was about 3,000. 
The 1990 report, using an updated model set a recommendation of over 30^000. 

She Academy's current membership is about 4600, which constitutes a large 
majority of all physicians who have completed both general and child and adolescent 
psychiatric training. Without significant intervention and support, this medical specialty 
will not be able to recruit and train anywhere near the number recommended. 

To encourage interest in pursuing the five to six year training program after 
medical school necessary to become a child and adolescent psychiatrist, a 
recommendation from the NIMH National Plan for Research on Child and Adolescent 
Mental Disorders should be considered. The plan called for child and adolescent mental 
disorders research to be declared a critical-shortage area, similar to AIDS research, and 
allow trainees to have all or part of their educational loans forgiven. The Academy has 
proposed a trial loan forgiveness plan which recommends that for every year in child and 
adolescent psychiatry training, one year of medical school debt be forgiven. And in the 
first two yean out of training, for every year of full-time academic appointment or full- 
time wrk In a community or public service progr»»n, one year of debt )c forgiven. We 
also recommend that the loan forgiveness formula be doubled for those who choose to 
work with the American Indian population, where the shortage of physicians and mental 
health professionals is critical. 

There is a great amount of work to be done in securing services and providers of 
treatment and services for children and adolescents with mental illness. Thank you again 
for letting the Select Committee focus on this task. 
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The AcMknQf members ioid tuff arc ready to tuppon you and your tuff at ai^ 

time. 



fohn E Schowalter, Mi). 
President 



enclosure: Pacu for Families "Continuum of Care" 
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-acts for Families 



from the Amerloin Academy of Child and Adolescent Psychiatry 

No. 42 (3/91) 



Communities provide different types of treatment programs and services for children 
and adolescents with mental illnesses. A complete range of programs and services is called the 
continuum of care. Not evciy community has every type of program oii the continuum. 



When parents are concerned about their child's behavior or emotions ihey should start 
with an evaluation by a qualifled menu^ health professional such as a child and adolescent 
psychiatrist. At the condmJon of the evaluation, the profesfional will rccotiunend a certain 
type of program from ihe continuum available in the community. 

Each of the programs on the continuum offers ceveral forms of treatment, such as 
individual psychotherapy, family therapy, group therapy and medications. 

A brief description of the different programs on the continuum of (ire follows: 

Office or outpatient dipic: Visits are usually under one hour. The number of visiU per 
week depends on the youngster's needs. 

AMERICAN ACADEMY Of CHIID AND ADOL£$CEhfT PSYCHIATMY 

WISCONStN AVI NUt r W WAShilNd^ON ()C ?0016 U0^\ 9(y(y?m 



iHE CONTINUUM OF CARE 




Thm ContlftiHim off car # 
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TU CoMlMUi or CiiT, No. 42 (3/91) 



InrrmtYf llti ""iniif ^daUy trained individutis ooordinite or provide 
piychiatric flnandtl, legal and medical lervicei lo help the child or adolewem live succeufuUy 
at home and in the community. 

Hnfy-hn**^ tr#atma«t pmgfam! A team of specially trained staff go into a home and 
develop a treatment program to help the child and family. 

n«y tMtmgnt pfngratn? This intensive treatment program provides psychiatric 
treatment with spedal education. The child usually attends five days per week. 

p^Hi.i Kn^mi^ttni. fAMM hr^t^w This provides aU the treatment services o; a 
psychiatric hospital, but the patients go home each evening. 

eiTigr|ftmy\i*ritii tmnAt^t 24*hour*per«day services for emergencies (for example, 
hospital emergency room, mobile crisis team). 

ytetpitg care ! A patient suys briefly away from honne with specially trained individuals. 

Thar^mic forter org or fi*«f*r fawi^^haied trMtment! A Surrogate family 
(professional parents) maintains and treats seriously emotionally disturbed children and 
aidolescentt in its own home. 

Therapeutic group homa nr gommunity rgtidgncg: This therapeutic program usually 
includes 6 to 10 children or adolemnts per home, and may be linked with a day treatment 
program or specialized educational program. 

Criiii residence : This setting provides short*term (usually fewer than 15 days) crisis 
intervention and treatment Patientt receive 24*hour*perHday supervision. 

R<ictrignt<«i rri>«tifi#nt fariiity SeHousty disturbed patients receive intensive and 
comprehensh^ psychiatric treatment in a campus*llke Ktting on a longer*term basis. 

Hmplul trgMtm^nt ! Ratients receive comprehensive psychiatric treatment In a hospital. 
Treatment programs should be specifically designed for either children or adolescents. Length 
of ueatment may be acute (a few days to 30 days) or intermediate (30 to 120 days). 

Parents should ask questions whenever a professional recommends psychiatric treatment 

for their child or adolescent. For instance, which types of treatment are provided, and by 

whom? Parents should also ask about the length of time, the cost, and the advantages and 

disadvantages of the recommended type of program. Parents should always feel free to obtain 

4 second opinion about the best type of program for their child or adolescent. 



• A»t rt<t > ^ M ii wf or CMM aatf Afcltw u i Ptyttetiy (AACAF). M*if* FtoMt tvfr 4Mft>wM or ftfrtiii tiM wiuniiMtOA 
TM AACAT hm » ■Mribvnk^ ot 4400 diiW mi Ku lw n i i pt n lw u iwi f k j tt a um wtn ti km 5 yw% of tmitwf beyond mt«in\ Khooi t« 
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Washingtx)n Business Group on Health 



The Honorable Patricia Schrocder. Chairwuman 
Select Commiiiee on Children, Youih and Families 
385 Ford House Office Building 
Washington, DC 20515-8401 

Dear Congresswoman Schroeder: 

Firsu may we say how pleased we are iha" the Select Commiltee on Children. Youth. 
ai)d Families has chosen to hold this hearing on the important subject of 
community-based mrntal health services lor children. While a relatively small purtiun 
of the population, children with severe euotiunal disturbance and their families portray 
our most snrious failings as a society. The shortcomings of our bureaucracies charged 
with crucial social welfare responsihilities are writ large for these children. And reform 
of the.sc efforts will spearhead improvements which will improve society's response tu 
the larger population of troubled children and youth and their families. We are grateful 
for this opponunity to address the Select Committee and hope these remarks will jvove 
useful to your deliberations. 

Wc want to address a very direct question which is central to the considerations uf the 
Committee in this hearing: 

How can the public sfcior and the private sector help fatniiies whose children suffer 
from serious metual disturbance? 

Wc will speak to this question from two experience bases* which may seem miles apart 
but are actually close together. Fir^l, as the President of the Washington Business Group 
un liealth. Dr. England represents Fortune 500 companies seeking health reform which 
will suppon an increasingly talented and creative workforce. The disruption caused by 
mental illness and substance abuse costs these companies a lot of money. They 
recognize that hfal«hi Tamily life is an essential ingredient to a productive workforce. 
And second, we both are involved with the Mental Health Services Program fur Youth 
(MHSPY). an initiative of the Robert Wood Johnson Foundation to assist state and 
community partnerships to create systems of care for the most scriou.sly disturbed 
children and their families. As we work with five categorical agencies responsible fur 
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these children, it is cleir that the comprehensive approach, possible only for the public* 
sector ageodes, is the only effective approach to the problem. The public sector needs 
the collaborative support of the private purcbaKrs of health care, but the private sector 
needs the comprehensive ci4>acity of the public agencies. 

The answer which we propose for this question is simple and straightforward: 

By doing a few obvious thttigs wetit 

We mean specifically three things. First, the public and private sectors must respond 
directly to support families with disabled or troubled children. Second, they must 
streanUine the administrative oaechanisms through which Mrvices are made available to 
children and bmilies in need. And, finally, th^ must rationallxe the way they finance 
services. We will elaborate these three modest proposals for the conslderatioo of the 
Select Committee. 



L Dlmt Sapport to FaMUiea of ChUdrtfl wtoh Seven EMtleaal 
DIstvrtaacttt Hm Syste« of Cart 

We need to organiie integrated mtems of care in every community, or, as the private 
sector says, in every "market* Ine public Mctor must effectively integrate health and 
human Krvices enntkments and orfaniie multi*agency collaborative efforts to wrve 
children and their families. And the providers and payers of the private sector must 
organize health care delivery systems which complement, where appropriate, the larger 
public and community service entitlements. And in any given oommuni^ we must create 
strong affiliations among categorical agendes» providers-both public and private**and 
genuine collaboration that is results-oriented. 

We have some wooderftil models to guide us in this endeavor. In the decade of the 
1980s the groundwork has been laid f6r this kind of reform. The Child and Adolescent 
Service System Program (CASSP) of the National Institute of Mental Health (hOMH) 
has, through a network of ptiAning efforts in each state, laid out the Mueprintt for the 
system of care. Models have been demonstrated in such procrams as the Willie M. 
Cbment Decree in North Caro^uu and the Ventura County, Calif, model. And our eight 
sites of the MHSPY, a number of whom are represented in this bearing» are working to 
create systems of care based on tbcK blueprints and models. 

We need serious initiatives to pifvest major disability or dysfunction by means of early 
intervention. And the system of care is the way to effectively intervene. "Prevention" 
has been a term out of fovor in recent years, and we stress the importance of rigorous 
and focused prevention programming. 

If you review the record of almost any "young adult chronic patient," you will find a 
histoiy of sporadic and uncoordinated efforts to intervene on the pan of private and 
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public provider agencies and. all too often, the gradual or abrupt disintegration of the 
young person's family. As decent and well meaning as any one intervention might have 
been, the cumulative story is one of disaster. And if you look into the futur-^ of that 
young person, too often you can predict a lifetime of disability and public dependence. 

We cannot afford not to adopt preveatiott as a major public priority. And prevention 
is the work of the System of Cart intervening early and effectively to suppo?' families to 
care for children at risk of serious mental disability. Prevention cannot be thought of 
as "soft" services to the worried well which in recent years have been the target of budget 
cuts, bui flexible and practical services aimed at a target population at risk of the most 
severe disability. 



2« Streamline Administrative Mechanlsmss Benefits, Payments, 
and ProcesMs 

We find that it is the meciumisms which stop us from doing the most obvious things: 
methods of payment, accounting practices, and administrative procedures which seem 
arbitrary, but actually shape how well and how quickly we can respond to a given child's 
and family's needs. Fee-for-service claiais payment by public or private third-party payers 
encourages medical providers to act like pushcan vendors in an age of supermarkets; 
panitioning of funds to different categorical agendes discourages interagency 
collaboration; purchase*of-service methods designed to buy office supplies make the 
purchase of in-home care for a troubled child awkward and inefifective. 

We have some suggestions for the revision of administrative practices by both the public 
and private sectors: 

We need to end the payer-of-Utst-resort requirement for public benefits, and to require private 
benefit participation earfy on. In our Dane County, Wik,. site several health maintenance 
organizations are negotiating to purchase crisis intervention and case management services 
from the interagency system of care. By doing so they open the potential for developing 
a plan of care in which private benefits will be coordinated with the broad array of 
public benefits. But, to do thi.s we may have to redefine the benefits so that the public 
services, which we are asking Medicaid to cover, interlock without "overlapping'-an 
anificial exercise at best. But if we can do it. we will avoid the typical scenario in which 
the private psychiatric benefit is spent out-a lifetime maximum of $50,000 usually can 
be exhausted in less than 45 inpatient days-and then the child, still with a lifetime of 
disability ahead of him, is discharged to home and the public-sector services. 

We need benefit design that is based on a model of comprehensive family support. Let us 
describe briefly what the elements of a model of comprehensive family suppon might be. 
First. Case Management, one identified 'clinical broker" to assist the family to make the 
multi-agency system work for them and their child, providing utilization management and 
concurrent review of all treatment resources. Second, sound and accurate Climcal 
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Assessment ftod long*tenn direction of the child's treatment ... a roedical/clinicaJ home 
providing guidance throughout the important developmental years, especially in the case 
of children with serious disabilities* Third, some form of Emtfgency Support to families 
and their children, whether it be along the lines of the highly successful "Home Builders" 
model, emergency respite capacity, or short diagnostic inpatient programs with "^ack 
door" capacity to return children rapidly to home or normalized homelike settings as 
quickly u possible. Finally, flexible Supponivt Services capacity which can keep a child 
in home or school settings through difficult adjustment periods. 

Benefits for chUdren with serious disabilities shouid be controiied through reference to a 
formally conceived plan of care rather than set of fixed service definitions. And this is why 
the ability to make benefits flexible under capitation or other provider risk-sharing 
models are so important. 

Finalfy, we need to coordinate benefits and entitlements, both public and private, to eliminate 
barriers to ready access for services that families and children need. There is no good 
reason why we cannot have a uniform claim form for public and private benefits. If 
planning for a complex case were unified, it would save the expense of every fault of 
coordination which we now experience. 



3, RatlonaUtt FlnaBclnf fbr Senictt 

The ways in which we finance services to children with serious menul illness present a 
remarkable tangle of policy and practice. Public funds come through five categorical 
agencies which are not effectively coordinated even when organized in integrated human 
services umbrella agencies. Third'pany payers, both private and public have narrowly 
defined benefits which are sometimes an Invitation to misspend rather than effectively 
treat Families are at the mercy of an uncoordinated complex of agencies which they 
must organize if their children are to be served. And they suffer under this burden, as 
do their children. Again, we have a few suggestions. 

Firstt we need the capacity to fimd individually tailored packages of services creating a system 
of care around each disabled child and his/her family. 

An example of financing policy and practice that achieve this can be found in the sute 
of Vermont's Home and Community-Based Services Waiver (Medicaid 2176 waiver). 
Over the last seven yean Vermont has developed a system whereby: 

• when a child is determined "at risk" of psychiatric 
hospitalivAtion, s/he is deemed eligible for Medicaid 
services; 

• an elaborate plan of care is drawn up by an 
interdisciplinary team of clinicians with virtually no 
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constrajnt$ and full flexibility as to individually 
tailored in*home and supportive services; 

• a contract with a local provider (usually a community mental 
health center) is negotiated for the whole services package 

It cost" (not at fee-for-servicc rates, which are usually 
stt at 80 percent of cost); 

• the provider is paid the global monthly rate for the whole 
package; and 

• the plan of care is reviewed quarterly and reauthorized 
every six months. 

Another example can be found in capitation funding to encourage well-organi; id 
treatment involving all responsible categorical agencies and even private third-party payers 
and providers. 

In Ohio's Qiyahoga County (Central and East aeveland) and Oregon's Multnomah 
County (Portland), our sites are experimenting with Medicaid's 1915(a) option wherel^ 
a "continuing care provider" takes responsibility to care for a defined target population 
within a defined geographical area (avoiding "slatewideness") for a specially designed 
benefit (independent of the slate Medicaid plan). They receive a capitated fee on a 
monthly basis for each child emolled and have complete flexibility to respond to the 
needs of an individual child and family and to organize services accordingly. 

Second we need public financing policies which aliow and encourage the coordination of 
funds across categorical barriers. Several of our sites are considering the use of Medicaid's 
Early Periodic Saeening, Diagnosis and Treatment (EPSDT) program as the glue to 
coordinate multi-agency efforts, Oregon has implemented a multi-agency preadmission 
screening- mechanism statewide as a way to fulfill the new EPSDT provisions called for 
in the Omnibus Budget Reconciliation Act of 1989. In our San Francisco, Calif., and 
Madison, WisCn sites, we are Investigating the use of the 1915(a) capitation arrangements 
as a vehicle for providing continuing care under EPSDT for seriously disabled children 
in such a way that existing expenditures from various categorical agencies can be pooled 
to make up the state/local match. Services could thus be increased through new federal 
funds without increasing state/local appropriatioav 

Third, we need to end cost-shifiing practices. However praiscwonhy they may have been 
in their historical origins, they are confusing and dysfunctional in modem health care 
fmancmg practice. When a child with serious disability is referred, all five categorical 
agencies, and even the responsible third-party payers, should sit together from the very 
beginning to devise short-term intervention and long-term treatment strategy. All needed 
benefits should be coordinated and there should be nowhere to shift costs. 
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And finalfy, we need cajvfully designed risk pools which consolidate private contributions and 
public subsidies so that universal coverage can be aciiieved. 

States, such as New Jersey, struggling to refonti the way their "uncompensated care" funds 
work, are proposing major initiatives to manage care and subsidize risk pools in such a 
way as to approach community rating. 

Proposals to crcute authorities to manage competition (such as thaf developed by Alain 
Enthoven of Stanford University) incorporate public subsidies to risk pooK which enable 
the same effect of approximatmg community rating. 

This is Vt:rely an issue relevant to overall health care refnrm. It is cri'ii.-al iJiui :hc» ii**fiS 
of these high-risk children are con.Mdercd so that they v^ili lind u place m a lai^er r'>k 
pool. 

Fmaily. wq would likf m conclude by poinimg out toui Nalues 'vhich ha^c cmcr»:cd u> 
we ha\c begun to t jigage m unplcmcmirn; the Nys:cnL> *.f cufc ;uan netl hv ihc MII^PV 
sites. 

jftUiytUuiUum iff L utk- 

Through elfctijvc ;f:leragtiic>' a»li.ih(jraoun, a OM;;pfc;*.c.isive pr<»j^r iri t.t <.arc 

be ucvcloped that i> taiii-rcd u> ihe spCki/.c necil> vt ;t:e Li:»Ui a.u 'm^ n: nc.' 
c:ri.un*>!ani'cs. 

Coiirdituuiun o] Care 

"lo maxrmize the effectiveness and C(»mprehen.si\encss ot jhe i n;c rv on iion. 'he 
coordinated efforts and resources of ail respoasihle parues. public \.atct:oncai 
agencies, third-party payers, ana commumiy agencies must be eifeciwely organized 
and directed to support the child and his or her family. 

Financing of Care 

Complex and often contradictory funding polioes must be rationaiizeU so that the 
available dollars follow the specific needs of the child rather than the other way 
around. 

Somxalizaiion of Care 

Intensive care for mentally ill children must be available within the some family, 
school, and commumty environments created for normal children. Acute inpatient 
confinements or residential care in iastitutional settings should be used oniy when 
appropriate. 
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The clarity of these values bespeaks a growing coDscnsus among health and human 
sendees professionals and among families that we do have a clear agenda for reform, 
we have been encouraged by proposed legislation, sponsored by members of this 
Committee, which will provide funds to states to initiate the development of systems of 
care and to do a few of these -obvious- things we discuss here. Passage of this 
legislation and its full appropriation is of the highest importance to troubled children and 
their families. And we feel that Health and Human Services Secretary Louis W. 
Sullivan s new Administration for ChUdren and Families should have direct rcsponiibiliiy 
lo unplemeni this imponant initiative. ^ ' 

The broader and criiicaJ issues of social welfare reform which affea disadvantaged 
Children and their families are, of course, neither simple nor obvious. Bui we believe 
that the target population of children with serious emotional disturbance is the Rosetta 
Stone to deapher the pu22le of child and family policy issues. If we can respond lo the 
newls of these most troubled children and their most beleaguered families, we will know 
how to organize our efforts and resources to help all other children and families. 

Thank you for your attention. We hope these comments will prove useful to the 
Committee and look forward to its findings. 

Sincerely. 




Maiy Jane Englitnd, MD 
President, Washington Business Group on Health 
Director, Mental Health Services Program for Youth 




Roben F. Cole, PhD 
Deputy Director, Mental Health Services Program for Youth 
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